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THE MANAGEMENT OF HIGH BLOOD-PRESSURE. 


BY GEORGE MORRIS PIERSOL, M.D., 
Associate in Medicine in the University of Pennsylvania. 


At the outset it must be clearly borne in 
mind that persistent vascular hypertension 
is not a disease per se, but is merely a symp- 
tom of some underlying morbid process. 
When, through the introduction of clinical 
sphygmomanometers, high pressure first 
came to be generally recognized there was 
a decided disposition to focus the attention 
too much on this symptom and, regardless 
of its significance, to attempt to combat it by 
vigorous measures. Happily this tendency 
has gradually yielded to a more rational 
conception of the process, and we are learn- 
ing to appreciate the importance of the 
teachings of Loeb,? Janeway,? and others, 
namely, that high blood-pressure is primar- 
ily compensatory. In the two most import- 
ant conditions associated with hypertension, 
chronic nephritis and arteriosclerosis, it has 
been shown that in the former the high 
blood-pressure is essential in order to main- 
tain adequate elimination through the dam- 
aged kidneys, and in arteriosclerosis the 
elevated pressure helps increase the circula- 
tion in organs whose nutrition is impaired 
because of their diminished blood supply. 
Nature, nevertheless, sometimes overdoes 
in her efforts at compensation. Just as 
fever, useful as it is, may become so ex- 
cessive as to endanger the organism; so 
with blood-pressure, the elevation may 
reach a point that makes efforts directed 
toward its reduction justifiable. When 
such is the case, we should not be content 
with the mere attempt to control this one 


manifestation of disease, but should seek 
for its underlying cause and so far as pos- 
sible remove it. 

When we consider that persistent high 
blood-pressure results for the most part 
from lesions in the kidneys or blood-vessels, 
it is evident that its treatment falls 
under two heads: (1) its prophylaxis, and 
(2) its management when once developed. 
Of these the former is by far the more im- 
portant and hopeful, since in arterioscler- 
osis and nephritis it is more than ever true 
that “an ounce of prevention is worth a 
pound of cure.” 

Prophylaxis of High Blood-pressure.— 
The first step toward the prevention of 
well-developed hypertension is the early 
recognition of the conditions which produce 
it. To this end we possess a method of 
clinical examination which is so readily car- 
ried out that it lies within reach of every 
practitioner, namely, the routine estimation 
of the blood-pressure, both systolic and 
diastolic. Were this procedure performed 
carefully and systematically as part of the 
routine examination of all patients, regard- 
less of the character of their complaints, 
nephritis would be recognized in its early 
stages before grave secondary changes 
occur in the circulatory system, and devel- 
oping arteriosclerosis would be detected at 
a time when elevation of pressure is only 
moderate and due to vessel spasm, before 
anatomical changes in the vessel walls ren- 
der therapy of little avail. The importance 
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of routine blood-pressure determination, 
therefore, as a prophylactic measure, can- 
not be too strongly emphasized. 

When an individual approaching or past 
middle life shows early evidence of arterio- 
sclerosis, much can be done at least to pre- 
vent a further advance of the condition. 
If by good fortune organic changes in the 
vessels have not yet occurred, and vessel 
spasm alone is present, the outlook is en- 
couraging, provided adequate treatment is 
conscientiously carried out. 

Such treatment involves first of all 
proper attention to the patient’s general 
hygiene and mode of life. Physical over- 
exertion as well as mental strain and wor- 
ries must be avoided; the patient should 
take a proper amount of recreation and rest 
—the latter particularly must be insisted 
upon—and recreations must be devised 
which afford the patient a maximum amount 
of fresh air and moderate exercise without 
causing any overexertion or fatigue. Proper 
elimination should be insured by having the 
patient take several times a week hot-air or 
electric-light baths or hot packs, and the 
bowels should be kept freely moved with- 
out causing actual purging. 

Of equal importance in these cases is the 
diet. Alcohol, coffee, and all irritating food 
and drink should be avoided, and the quan- 
tity rather than the quality of the diet 
should be restricted. The intake of nitro- 


genous foods should be reduced and the, 


patient given an otherwise wholesome, suf- 
ficiently mixed diet. Water should be taken 
freely, but only in moderation with the 
meals. 

If intestinal toxemia is suspected or 
proved, high colonic irrigations two or three 
times a week are of value, and there are 
some who have claimed good results from 
the use of the Bulgarian lactic acid bacillus. 
As a result of the teachings of Lane, at 
present a popular intestinal antiseptic and 
laxative is found in paraffin oil adminis- 
tered in cold water after each meal in doses 
of one-half ounce. 

All sources of chronic infection, as sinu- 
sitis, pyorrhea alveolaris, chronic prostatitis, 
or pelvic inflammatory disease, etc., must 





THE THERAPEUTIC GAZETTE. 


be sought for and removed. Many cases 
occur in which arteriosclerosis devel- 
ops as the result of gradual intoxication 
from a focus of chronic infection. I can 
recall two cases of sclerosis in which 
chronic cholecystitis played an important 
role in the etiology. I have under my care 
at present a woman in whom a gradually 
developing arteriosclerosis and nephritis 
are undoubtedly the result of a chronic pel- 
vic infection. The benefit which occurs fol- 
lowing the removal of such foci of intoxica- 
tion was shown by the case of a middle- 
aged man, previously healthy, who grad- 
ually developed a systolic blood-pressure of 
160 without apparent cause. Careful 
search finally revealed the existence of a 
chronic low-grade sinusitis. After this 
condition was removed his blood-pressure 
soon returned to normal, where, so far as 
I know, it has remained. 

An additional prophylactic factor of im- 
portance in arteriosclerosis is the education 
of the patients themselves to the necessity 
of easing up upon the activities of life after 
fifty is reached ; to the advantage of lessen- 
ing the quantity of food taken as they grow 
older, and the avoidance of alcohol, tobacco, 
etc; and finally to the wisdom, as a precau- 
tionary measure, of submitting themselves 
for physical examinations and blood-pres- 
sure determinations at stated intervals. 

The prevention of nephritis does not 
differ materially from that above outlined, 
since the causes of chronic nephritis are not 
dissimilar from those of arteriosclerosis. 
In addition, however, the frequency with 
which nephritis follows infections, even of 
minor grade, must not be lost sight of, and 
it is incumbent upon the general practitioner 
to see that all cases of acute infections, how- 
ever mild, are kept in bed, their diet re- 
stricted, and their elimination adequately 
maintained; that every effort is made to 
prevent the occurrence of a nephritis; and 
that before these patients are finally dis- 
charged it is definitely determined that their 
urine is normal and that no abnormal alter- 
ation has occurred in their blood-pressure. 
Were these measures conscientiously car- 
ried out, there is no doubt but that many 














cases of chronic Bright’s disease and ar- 
teriosclerosis might be averted. 

The Treatment of Developed Hyperten- 
sion—The management of high blood- 
pressure, when its existence depends upon 
some well-defined, irremediable anatomical 
change in the organism, is both difficult and 
unsatisfactory. Whether the dominant 
lesion is renal or vascular, the underlying 
cause is usually toxic and the hypertension 
is in part compensatory, hence our chief 
efforts must again be to aid Nature by in- 
creasing the elimination and lessening the 
production of the toxic agent. The meas- 
ures most useful for this purpose are com- 
prised under the following: 

Rest. No more efficient method exists 
of lowering blood-pressure and giving the 
body an opportunity to readjust disturbed 
functions than prolonged rest in bed. Even 
when complete rest is not desirable the 
patient’s daily life should be regulated so as 
to allow for periods of rest and quiet dur- 
ing the day and at least eight hours in bed 
every night. A principle of fundamental 
importance in the management of hyper- 
tension is the prevention of all forms 
of sudden strain and the avoidance of 
everything which tends to produce bodily 
or mental fatigue. 

Dietetic. As in the prophylactic treat- 
ment, the diet in cases of high blood-pres- 
sure should be limited in quantity particu- 
larly, especially as overeating has fre- 
quently been the fundamental error in many 
of these cases. The* nitrogenous intake 
should be restricted and all stimulants. 
especially alcohol, coffee, and tobacco, must 
be avoided. The patients should be in- 
structed to eat regularly, slowly, and to 
chew well; to rest one-half hour after 
meals, and to take their heartiest meal at 
midday ; to limit the amount of fluid taken 
with each meal to six ounces, and to drink 
water between meals. 

Elimination. In addition to the kidneys, 
the chief avenues through which elimina- 
tion may be obtained are the bowels and 
the skin. Violent cathartics are contraindi- 


cated, but several free bowel movements 
should be obtained daily by the use of such 
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laxatives as senna, rhubarb, cascara, and 
milk of magnesia. The addition to the diet 
of stewed fruit is of great help in this 
respect. In some cases the salines in mod- 
erate doses taken in plenty of water before 
breakfast seem most efficient. A good 
practice is in addition to have the patient 
take a dose of blue mass (gr. v-x), fol- 
lowed by a saline every two or three weeks. 

Various forms of sweating have been 
devised in order to increase the activity of 
the skin. The excessive sweating some- 
times advocated is frequently harmful to 
many of these cases of high pressure, and 
the steam room of the Turkish bath is de- 
cidedly depressing and dangerous. Short 
electric-light baths, carefully given, or hot 
packs, or even simple hot baths are usually 
sufficiently vigorous measures. In begin- 
ning treatment it is well to have the patient 
take such a bath every day for a week, then 
the next week every other day, and finally 
two or three times a week as a routine pro- 
cedure. The value of these baths is not 
that they cause any permanent or marked 
lowering of the pressure, for it has been 
shown that the lowering is only moderate 
while the baths are being taken and that 
the blood-pressure soon returns, but that 
they cause increased elimination by induc- 
ing cutaneous hyperemia, which in turn 
lessens the congestion of the splanchnic and 
other great visceral vascular areas. 

The slight blood-pressure-lowering effect 
of vapor baths was clearly shown in a 
patient under my care at the University 
Hospital. This patient, a man aged sixty- 
two years, who had a chronic interstitial 
nephritis with a systolic blood-pressure 
which ranged for months between 220 and 
260, became uremic and was given frequent 
vapor baths. A series of blood-pressure 
readings made before and after these baths 
showed that one-half hour after a bath the 
systolic blood-pressure only fell from 2 to 
12 mm., and the average decrease in the 
diastolic pressure was but 5 mm. 

A procedure of undoubted value in the 
management of certain cases of high ten- 
sion is venous section. This method does 
seem to cause at least a temporary lowering 
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of pressure, and may be practiced with 
safety provided the amount of blood with- 
drawn is controlled by frequent blood- 
pressure readings. Twelve to twenty ounces 
can usually be removed with impunity. Mil- 
ler* found the blood-pressure was lowered 
only for a short time, and in cases of uremia 
that were bled, the pressure was often not 
lowered at all. Another uremia patient, 
which I observed at the University Hospital, 
following a convulsion had a systolic blood- 
pressure of 275 and a diastolic pressure of 
170. Eighteen ounces of blood were with- 
drawn thirty minutes after the convulsion, 
and immediately after the bleeding his 
blood-pressure was, systolic 230, diastolic 
170. Within five days, however, in spite 
of active eliminative measures, his blood- 
pressure had returned to its former level. 
The good that results in these cases from 
bleeding may be due to the withdrawal of 
a certain amount of toxic material. 

Drugs. Finally we may turn to a con- 
sideration of drugs in the treatment of per- 
sistent hypertension. The promiscuous use 
of the nitrites whenever high blood-pressure 
is encountered, regardless of its significance, 
must be looked upon as an ill-advised thera- 
peutic habit into which too many of us 
have fallen. From the careful work that 
has of late been done on this subject it 
seems well established that not only do the 
nitrites fail to do any lasting good, but in 
a number of cases, if we accept the com- 
pensatory conception of hypertension, they 
are capable of positive harm. 

That nitrites lower blood-pressure by 
dilating the vessels is undoubted, but that 
this lowering is decidedly fugacious is 
equally certain. It has also been shown that 
when nitrites are used over any length of 
time in ordinary doses their vasodilator 
effect becomes nil. In a series of careful 
observations Miller‘ showed that when 
either nitroglycerin, erythrol tetranitrate, or 
sodium nitrite was given, a fall of 
blood-pressure strikingly similar in each 
case resulted in two to four minutes, but 
that in each case this fall was but temporary 
and that in two hours the blood-pressure 
had regained its previous level. From this 
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it is evident that these vasodilators find 
their chief use when it is necessary to com- 
bat some sudden condition of spasm such 
as angina pectoris or nocturnal dyspnea, 
but that they are inefficient as routine 
means of treatment. 

In a series of fifty cases in which the 
average systolic pressure was 200 mm. re- 
cently analyzed by me, nitroglycerin was 
employed at some time in the treatment of 
twenty-seven cases. Of this number it 
seemed to have a beneficial effect on the 
blood-pressure in but three; in six its ad- 
vantage or disadvantage could not be de- 
termined; while in the remaining nineteen 
cases it had apparently no noteworthy 
effect. 

In contradistinction to vasodilators and 
paradoxical as it may seem, distinct benefit 
seems to have resulted from the use of 
digitalis in some cases. Cushny® has amply 
demonstrated that except in conditions of 
low tension and circulatory failure digitalis 
does not raise blood-pressure. This drug 
may, therefore, be employed in small doses 
with safety in these cases. It does good 
chiefly in those patients in whom cardiac 
weakness is developing, and often is won- 
derfully efficient in relieving the distressing 
dyspnea and vertigo. 

In my series eight cases were markedly 
helped symptomatically by the use of digi- 
talis, and one-half of these patients were 
showing some indication of decompensa- 
tion. 

Cardiac depressants sometimes are ef- 
fective in relieving certain of the most 
distressing symptoms of hypertension, such 
as the headaches, throbbing, and vertigo. In 
one patient with a blood-pressure of 220, 
after all else had failed, aconitine in doses 
of gr. 1/240 every four hours relieved a 
persistent headache. Another patient who 
for years has had a tremendously high 
blood-pressure, obtains some relief from 
her headache by taking the tincture of 
aconite in doses of fifteen to twenty-five 
drops four times a day. The slight effect 
which these enormous doses have on her 
blood-pressure and her general condition 
makes one agree with Rudolf® and ques- 


























tion the efficacy of the ordinary doses of 
this preparation. She recently took 100 
drops a day of the U. S. P. tincture of 
aconite continuously for five weeks, and 
before, during, and after this period her 
blood-pressure remained fairly constant— 
systolic 220 to 230; diastolic 130 to 150. 
Like aconite, veratrum viride may some- 
times prove useful in lessening blood- 
pressure. In one of the uremic patients 
above referred to the fluid extract of 
veratrum viride, given in doses of 3 minims 
every four hours for three days, reduced 
the systolic blood-pressure only 6 mm., but 
the diastolic fell 15 mm. 

The iodides have always enjoyed a repu- 
tation in the treatment of hypertension. 
Their exact mode of action is not clear and 
their use is largely empirical. Thamias,’ 
however, believes that when arteriosclerosis 
is of syphilitic origin potassium iodide does 
good. Perhaps the secret of the value 
of the iodides will be revealed when 
Wassermann reactions are done more 
frequently in these cases of high arterial 
tension. In view of the fact that anti- 
syphilitic treatment does seem to help some 
cases in which lues is the etiologic factor, 
the Wassermann reaction assumes an im- 
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portance from the standpoint of both prog- 
nosis and treatment. 

All things considered, it must be admit- 
ted that in well-developed hypertension de- 
pendent upon organic changes, be it of 
vascular or renal origin, efforts to lower it 


are of but little avail. In the fifty cases I 
have analyzed, in only fourteen can it be 
said that any of the therapeutic measures 
employed had much effect on lowering the 
blood-pressure. On the other hand, there 
is little doubt but that the general hygienic 
treatment of these patients, relieving them 
from physical exertion and mental anxiety, 
regulating their digestions, and promoting 
their elimination, were most important 
factors in adding to their comfort and pro- 
longing their lives, even though the hyper- 
tension itself was unaffected. 
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SECTIONAL SPLINT FOR FRACTURES OF THE LOWER EXTREMITY. 


BY ARTHUR A. RADCLIFFE, M.D., WAUKEGAN, ILL. . 


The splint is made of steel in three sec- 
tions—leg, thigh, and hips; each section 
can be used alone, or the sections joined. 
The limb sections open to lie flat on the 
bed, the limb being placed on the base of 
the splint, and the sides raised and locked 
firm. Extension can be by the usual meth- 
ods, or by a coiled spring in each side of the 
limb, or by a conical spring clamped to the 
foot frame. These springs give from a 
slight to more traction force than ever re- 
quired. 

Fic. 1.—The three sections joined, a 
hinge V connecting the outer tube L to 
lower end of R; the inner tube L joins 
lower cross-brace T of hip section; the 


outer tube K to lower end of S.- Inner 
tube K left free. This connection of the 
limb sections to hip sections by hinges per- 
mits the limb sections to be elevated on an 
incline, abducted, adducted, with or without 
elevation, holding the limb firm in these 
positions. 

Fic. 2.—Limb sections abducted (not 
shown very plainly in illustration). By 
removing the hinges V, these tubes, L and 
K, can be screwed directly into hip section, 
making a stiff, rigid splint of the three sec- 
tions. 

Fic. 3.—The rods A, C, D of the leg and 
foot section are of oil-tempered spring steel. 
B are seamless steel tubing. Into B the rods 
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A slide to adjust height of the foot frame. 
The compression nut b on upper end of B 
binds this end of tube B into rod A, hold- 
ing it firm to tube B. On tubes B are 
shown the loose pulleys (they have dropped 
to lower end), over which the extension 
straps from the leg pass to extension 
springs at the inner and outer sides of 
limb. On lower end of B, turned to a hori- 








Fie. 1. 


zontal plane, is a clutch and cross-brace, 
similar to clutch on leg frame, bracing and 
holding the tubes apart at the desired dis- 
tance. Rods A, forming a frame to sur- 
round sides of the foot, are turned to a 
horizontal plane, forming rods C, from 


which the leg is suspended. Rods D, form-” 


ing base of the frame, are firmly fastened 
into the clutch endof B. J are steel spread- 
ers or cross-braces, each in two pieces and 
each piece like a letter L; the short arm of 
the L loosely encircles the rods C; their 
long arms lapping the corresponding arm 
from the other side are held together and 
their length adjusted by two thumb-screws. 

On top of the foot frame, where the 
brace J holds the sides apart, this part of 
the rod is six inches long, giving this sized 
space for the foot to rest in. This part of 
the rod is now made adjustable in length 
by using a tube and nut like B b, permitting 
this rod to extend to ten inches, giving a 
larger space for the foot to hang in, the 
sole of the foot being further away from 
the perpendiculars of A, B. 

The two-piece, adjustable steel support 
F regulates the height of rods C; the two- 
piece cross-brace G locking to F regulates 
the distance apart of base rods D, giving a 
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firm support. The spring steel rods C are 
stiff enough to hold up any leg, without a 
supporting brace at the ankle, where the 
rod turns up to form the foot frame. 

Fic. 4.—The construction of the steel 
cross-brace G and supports F, the two arms 
of G lapping, held and adjusted in length 
by a large, flat, burl-headed screw (as seen 
in illustration), which is easily turned by 
one’s fingers. A tube H to slide along rods 
D has a burled nut I at each end. The 
two arms of G are made to encircle tube H; 
the encircling piece g has teeth on one edge 
to fit into corresponding teeth of the encir- 
cling piece f of F; g and f are held together 
by nuts lon H. This clutch allows F to be 
placed at any angle and there held firm. 
The upper piece of F is held to its lower 
piece by one or more thumb-screws; one is 
enough. The top of this upper piece of F 
curves inward to carry rods C over the top 
of the leg, loosely encircling rods C. By 
this clutch the weight .of the limb is brought 
onto the base of the splint, where it is 
strongly cross-braced; the clutch and sup- 
ports F sliding on the rods enable the cross- 
braces G and supports F to be moved, or 
placed, anywhere along the limb, out of the 





Fic. 2. 


way of dressings and view. By opening 
these clutches one or both sides of the limb 
sections of the splint may be laid flat on 
the bed, to facilitate placing the limb into 
the splint. 

The thigh section (Fig. 3) has the sup- 
ports F, cross-braces G, top braces J, as in 
the leg sections. K and L are seamless 
steel tubes, each tube having a nut, as ), 
on its lower end to hold rods C; on their 



































upper ends the tubes K and the outer tube 
L are threaded on this end to screw direct 
into hip section, or onto the hinge V (Fig. 
3). From the ends of these tubes, where 
is seen the nut, as b, are shown rods ex- 
tending; these rods show how the thigh 
section can be extended, using, or not, the 
supports F and braces G or the leg section 
on these extended rods, making a thigh and 
leg splint without a foot frame. A cradle 
for an amputation below the knee. The 
tubes L and K alone are long enough to 
support a limb amputated above the knee. 
Rockers, suspending cords, springs’ N and 
M, can be used on this cradle frame. 

For a thigh, leg, and foot splint, rods C 
slide into tubes K; rods D into tubes L, 
where they are held firmly at the desired 
length by the nuts on end of these tubes. 
The brace J on C slides down to foot 
frame; the supports F and clutch with 
brace G are slid down, or removed. These 
sections may rest on the bed, or by cords 
and pulleys may be suspended from the 
ceiling, raising the limb on an incline, thus 
giving the patient some freedom to move 
about on the bed. The force of extensions 
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given by the extension spring is not inter- 
fered with by any change of position of 
patient on the bed. 

The model here illustrated will take a 
leg from 20 to 44 inches long from sole of 
foot to gluteal fold, a thigh up to 33 inches 
in circumference. Easily made larger or 
smaller. 

Fic. 0.—The limb sections joined, with 
one side laid flat on bed. 

Fic. 5.—A model of a leg and thigh ban- 
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daged in the splint, a roller bandage, 6, 
around thigh; interrupted bands on leg; at 
ankle, one band unpinned from outer rod 
C, exposing that part of leg. The foot is 
suspended by cloth bands passing under 
heel, the foot held at its sides by guy bands, 
and guys at calf of leg and on thigh. At 
the side of the limb is a coiled wire exten- 
sion spring N, and a like spring on the 
other side of limb; at each end of these 
springs N is hooked a buckle. A _ lace 





Fies. 4 and 6. 


leather strap (no stretch in lace leather, 
as is used in lacing ends of belts together 
on machinery); this narrow strap has a 
buckle on one end which attaches to adhe- 
sive plasters from the leg. As ordinarily 
applied, the buckle grasps the adhesive 
plaster at the side of the heel; the lace 
leather strap then passes over the pulley on 
B and buckles on to lower end of spring N. 
A like strap buckles on to adhesive plasters 
from the thigh; the strap passes over a 
pulley hooked to a support F, and buckles 
on to upper end of spring N. To the base 
bars of this splint are shown the rockers 
applied; a new device (just studied up) 
places these rockers under the cross-braces 
G, easily and quickly applied, or removed. 
By the rockers the splint may be leaned to 
either side, enabling a patient to turn on 
the side to rest. The guy bands are applied 
around the limb, and to a base bar on other 
side, or they can be applied in many other 
ways, as many as needed, to hold the limb 
so that it cannot sway sideways; nor can it 
be pushed sideways by any force short of a 
painful push to a well leg. No position of 
the splint on the bed disturbs the limb, nor 
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does any change in position interfere with 
the traction of the springs, which are al- 
ways in line. A roller gauze bandage may 
be used to suspend the limb, and to form 
guy bands. By interrupted cloth bands, one 
end pinned over a rod (or tube, C or K) 
on one side of the limb passes under the 
limb and is pinned over the rod C on the 
other side of limb, leaving the upper sur- 
face of the limb exposed to view. By remov- 
ing one pin from one end of such a band, 


as 





Fig. 0. 


that part of the limb is easily and quickly 
exposed to view, or for dressing. Either 
method of bandaging may be used on any 
part of the limb, holding the limb in exact 
anatomical line, and giving equal pressure 
along the under dine of the limb and its 
sides. This permits a digital examination 
anywhere along the limb, for only a thin 
cloth band is interposed between the exam- 
ining fingers and the limb, and this thin 
cloth is easily pushed away. Where a limb 
is to remain long in the splint, the cloth 
bands can be adhered together by plaster of 
Paris, soluble glass, etc.; a cloth thicker 
than gauze retains it in position, making a 
stiff enough band. When the limb has re- 
covered sufficiently to permit a plaster cast, 
and the patient to be up and around on 
crutches, the rods C and tubes K can be 
brought close together over the limb, if 
needed incline supports F, the cloth bands 
being pinned together between these rods 
and upper line of the limb, or not; a plas- 
ter cast can then be applied to the circum- 
ference of the limb, excepting a narrow 
space on top of the limb. The limb is kept 
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in exact anatomical line while the plaster 
cast is being applied and hardening, and 
under extension. When the cast hardens, 
the extension plasters are cut off where 
they protrude from the cast, and the limb 
removed from the splint by cutting the 
bands from the rods that held it sus- 
pended. 

A cord may be fastened, hooked, at the 
top of the foot frame on one side, and this 
cord passed through a pulley and fastened 
to upper end of rod on same side, C or K; 
a like cord and pulley to the other side of 
the splint. Then a cord is fastened to one 
of these pulleys, passed through a third 
pulley, and fastened to the other pulley. A 
cord is fastened to this third pulley and 
passed through a fourth pulley that is hung 
close to the ceiling. This gives a double 
cord and pulleys on the splint, allowing the 
splint to incline over when suspended, the 
cord through the third pulley allowing one 
side to lengthen. The high attachment to 
ceiling permits a patient to easily and com- 
fortably change position on the bed, and 
even to sit in a chair beside the bed, the 





Fig. 5. 


limb being suspended just enough to clear 
the bed. 

In a case of fracture of fibula and tibia 
near the middle, the ecchymosis and swell- 
ing of the leg not permitting a plaster cast, 
I used the leg splint, extending it above the 
knee. Over the knee a pad was placed; 
this pad was held down by a band passing 
to the base rods D on each side, to prevent 
any flexion at the knee. The leg was sus- 


pended, as described, from the ceiling. I 

















often found this patient sitting on a chair 
beside the bed, and after the leg had lost 
some of its soreness and was not so sensi- 
tive, he would sit on a chair beside his bed, 
lowering his leg below the horizontal. He 
was much pleased with the splint. Later a 
lacing plaster cast was applied to his leg 
while it hung in the splint, and the splint 
taken off when the cast hardened. Exten- 
sion was not used. 

This trial of the splint, then made rough, 
not adjustable, impressed me with its use- 
fulness in many ailments, and from this 
rough model I studied to improve it, to 
combine all possible surgical features, to 
give a patient the greatest comfort and as- 
sist and simplify the surgeon’s work. 

Fic. 7.—A model of a limb bandaged in 
thigh and leg sections, side spring N, guy 





. 





Fic. 7. 





band 5, loosened band 4, foot spring M, 
with the hip extension rods to give a long 
support to a limb, not using the hip section 
(Figs. 6 and 7). A 5/16 inch steel rod 1, 
slid into upper end of inner tube L, passes 
between the nates under the sacrum to 
lumbar curve of the back; here it is cross- 
braced to rod 2 by a plain steel brace 3, 
screwing it to another plain brace on 2, or 
to one piece of G, passing from a clutch 
(see Fig. 6). Through the plain brace, or 
the clutch, a rod 2 passes from outer tube 
L of thigh frame. Rods 1 and 2 are ban- 
daged across, and between the layers of 
this bandage padding is placed; the buttock 
resting on this pad lifts it up, taking pres- 
sure of sacrum off rod 1. Support F holds 
up rod 8, which is an extension from outer 
thigh tube K. The support F and clutch 
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are taken from leg section, where they are 
not needed ; the support 7 (Figs. 6 and 7) is 
two curved top pieces of a support F 
screwed together. With a pad between 
rods 1 and 2 (Fig. 7) a bandage may be 
tightly drawn around rods 2 and 8; the 
curve of support 7 takes the center of it 
1% inches out irom the perpendicular line 
of bandage from rods 2 and 8; this ban- 
dage gives a springy surface to rest against 
the hips, holding support 7 away. Here at 
the lumbar curve this hip extension may 
stop and be bandaged firmly to the hips. 
Or (Fig. 6) rods 8 and 2 may extend to 
the axilla, where brace 7 is placed, or ex- 
tended above the shoulder, placing support 
7 there. In this high extension of rods 2 
and 8, that part over the head of the thigh 
bone may be left open, or a separate 
and easily removed bandage applied here 
around rods 2 and 8; and (see Fig. 6) 
above support F a tight bandage wound 
around rods 2 and 8 as high up as support 
%, this giving a long, springy surface to rest 
against the side of the patient, and ban- 
daged to the body. Fig. 7%, on support 7, 
shows a pulley hooked for counter-exten- 
sion; when 7 is as high as axilla, it gives a 
long, large surface for adhesive plasters to 
attach to body. 

It will be noticed there are no devices to 
fix supports 7 or F to rods 2 and 8, nor to 
hold these rods in tubes K and L when 
counter-extension is applied to 7 and F; 
but a device to hold these rods could be 
made. A set-screw would be unsatisfac- 
tory and roughen up the rods. To do away 
with all mechanical parts that can be left 
off, I have tested wrapping a 14-inch ad- 
hesive plaster around the rods, and a trac- 
tion force of forty pounds will not pull the 
loop of support 7 over the plaster, nor will 
the plaster slip on the rod. The plaster is 
easily removed by alcohol or ether. 

Fig. 1, the hip section: The bars R and 
S are thick metal tubes, each of two pieces; 
a steel rod threads right- and left-handed 
screws into these two pieces, holding them 
together and adjusting their length. The 
illustration shows these bars R and S as 





618 


larger around the center than at the ends; 
this enlargement is a metal sleeve covering 
up the steel extending rod and lapping over 
the ends of bars Rand S. By a hand grasp 
on this sleeve the extending rod is turned, 
lengthening the hip frame 9 to 16 inches. 
The two base cross-braces T adjust the 
width of hip section; the heads of the 
screws holding the two ends of the brace 
T together are on the under side of this 
cross-brace resting on the bed. The outer 
ends of T pass through an enlargement on 
ends of R, where they are held by two nuts, 
one on each side of this enlargement on R. 
If after adjusting and applying the frame 





THE THERAPEUTIC GAZETTE. 


thigh sections. And should it ever be de- 
sired to extend the hip section to take in 
the whole body, such an attachment could 
be easily made of any strength or length, 
screwed into the upper ends of tubes S 
and R. 

The hip section being full width of hips, 
one or two thigh sections can be attached 
to it, and each thigh section placed or 
moved independently of the other. 

Fic. 8.—The three sections applied to a 
man, height 5 feet 8 inches, weight 192 
pounds, hips 17 inches wide. Besides 
showing parts already described, it will be 
seen that just below the lower abdominal 





Fig. 8. - 


it is desired to change its width, instead of 
having to reach under a patient to get at T, 
these nuts on each side of R give a change 
of over an inch wider or narrower to the 
hip section. Abdominal cross-brace P ad- 
justs in height and length and is held on S 
by a large burl-headed screw. Supports 
O adjust in height, and the upper piece 
curves inward to carry S over hips, as with 
F. Over the lower brace T a fitting slides, 
to which a hinge V, or the end of the inner 
tube L, screws. 

Both ends of hip section being made 
alike, either can be used for attaching the 


cross-brace P, the inner tube K of thigh 
section is raised higher than the outer tube 
K. The raising of this end gives to the 
upper part of the thigh of a patient an out- 
ward rotation, which can be increased by 
inclining the support F at this end of K, 
bringing the tube K further over the top 
of a patient’s thigh. Lowering this end of 
tube K gives an inward rotation, which is 
increased by inclining support F away from 
the patient’s thigh, on its inside. 

Clamped to the foot frame is the conical 
wire spring M; the lace leather straps 
buckle at the sides of the heel to adhesive 

















plasters coming from the leg. The base of 
this spring M is wide; the leather straps 
from each side of the foot pass through 
the first coil of this spring, then pass along 
its outer side to the apex of spring M, 
where they buckle to a projecting coil. The 
base of.the spring being wide, the straps are 
held apart, not pressing against the sides 
of the front, to avoid strain on the ankle- 
joint. A black stocking was left on to 
plainly show where an interrupted band 
was unpinned from the outer rod C. This 
man said the splint was as comfortable as a 
hammock. 
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Many improvements could be made to 
the splint by adding mechanical parts that 
would be an advantage, and other features 
provided for; but these would increase the 
cost of manufacture, and add to the num- 
ber of parts to keep track of and get lost, 
and might so complicate matters that it 
would be difficult to make changes in the 
splint and its adjustment, thereby causing: 
some persons, not mechanically inclined, 
to feel that they ought to take a post- 
graduate course on the splint before at- 
tempting to use it, or have a special in- 
structor go with it. 





PULMONARY EMPHYSEMA. 


BY JOHN BESSNER HUBER, A.M., M.D., 


Sometime Professor of Pulmonary Diseases, the Fordham University Medical School; Visiting Physician St. Joseph’s 
Hospital for Consumptives; Lecturer the New York State Department of Health, etc., etc. 


In many cases this is an affection per se; 
in many (perhaps most other) cases it is 
a lesion which, with other lesions, makes 
up a disease entity wherein the tendency is 
to increase the pressure within the air 
vesicles. Such diseases are tuberculosis, 
pneumonia, bronchial asthma, pertussis, and 
the like. There are five forms of pulmon- 
ary emphysema: (1) The hypertrophic; 
(2) acute vesicular;.(3) interstitial; (4) 
atrophic; and (5) compensatory emphy- 
sema. 

1. Hypertrophic emphysema is the form 
most frequently seen in practice; it is called 
also vesicular, substantive, idiopathic, or 
large-lunged emphysema. There is fre- 
quently discoverable a congenital, hereditary 
weakness of the pulmonary tissues, conse- 
quent upon which a persistently high intra- 
alveolar tension induces the dilatation. The 
affection may follow or be coincident with 
chronic coughs and the other diseases just 
mentioned. Glassblowers, workmen who 
lift heavy weights, and musicians using 
wind instruments (the tuba, the trombone, 
and the euphonium) are also prone and for 
the same reason. 

The morbid anatomy: The anterior mar- 
gins of the left lung cover the pericardium. 


The lungs are distended and pit on pres- 
sure; one sees the air vesicles enlarged be- 
neath the pleura. Under the microscope we 
find atrophy and rupture of alveolar walls, 
with the junction of contiguous vesicles; 
there is much obliteration of the interve- 
sicular capillaries. We find chronic bron- 
chitis, with thickened bronchial mucosa; 
the bronchioles are dilated, the fibrous tissue 
around the bronchi increased. The right 
heart is hypertrophied and dilated by reason 
of the obstruction to the flow of blood 
through the lungs; in long-continued cases 
both sides of the heart are enlarged. There 
is general passive congestion in other or- 
gans and tissues, especially in the liver and 
kidneys, and in the systemic veins. Ad- 
vanced emphysema is generally complicated 
by or coincident with cardiac, hepatic, and 
renal lesions; and dropsy may evidence 
this. 

The symptoms: This emphysema is gen- 
erally insidious, beginning often in early 
childhood; it runs a very chronic course— 
through many years—with exacerbations 
due to bronchitis, to renal and digestive dis- 
turbances, and to lack of cardiac compensa- 
tion. Dyspnea on exertion is an early 
symptom, as it is the most important and 


620 


distressing throughout. This may appear 
only upon exertion or after overeating; in 
course of time it becomes constant; it is 
chiefly expiratory and often with distinct 
wheezing ; later there are asthmatic attacks 
with both inspiratory and expiratory dis- 
tress. Cyanosis becomes progressively 
marked. The concomitant bronchitis with 
eough may be slight in summer; but very 
little exposure in winter months will em- 
phasize the cough and lead to dyspnea, 
cyanosis, and perhaps severe and pitiful 
attacks of asthma. The temperature is apt 
to be subnormal; the pulse weak (but not 
rapid) with perhaps progressive arterio- 
sclerosis ; the skin cool and the extremities 
cold; the strength. gradually failing; the 
weight decreasing. The symptoms are pro- 
gressively aggravated with advancing age. 

The physical signs: On inspection we 
find the chest enlarged and characteristic- 
ally “barrel-shaped;”’ its anteroposterior 
diameter is increased, the ribs nearly hori- 
zontal, the intercostal spaces wide, the 
sternum and clavicles prominent, as also the 
sternomastoid muscles. The shoulders are 
rounded. The neck appears short, from 
the elevation of the clavicles and shoulders; 
the back is rounded. 
and energetic; but there is little expansion 
and the chest “moves as a whole;” its prin- 
cipal movement is vertical; the upper ab- 
domen retracts during inspiration. Expira- 
tion is prolonged; the thorax sinks slowly. 
The accessory as well as the ordinary 
respiratory muscles are large and promi- 
nent. Cyanosis is evident, with distention, 
and even pulsation of the cervical veins. 
The apex beat of the heart is not visible; 
but pulsation is usually to be observed at 
the epigastrium. On palpation we find 
vocal fremitus diminished ; the apex impulse 
is not felt, but there is epigastric pulsation. 
On percussion we find the characteristic 
hyperresonant vesiculotympanitic note, of 
“woody” or “boardy” quality; this note ex- 
tends often above the first rib, with supra- 
clavicular bulging. The upper border of 
hepatic and splenic dulness is less distinctly 
marked and further down than normal, by 
reason of the pressure of the expanded 


Inspiration is short - 
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lungs; the area of cardiac dulness is either 
diminished or obliterated. On auscultation 
of breathing we find the inspiration short 
and feeble; the expiration wheezy, pro- 
longed to the ratio of 4 to 1, and low- 
pitched; there are sibilant, whistling dry 
rales; and also the moist or coarse rales 
due to bronchitis. The pulmonary second 
sound is accentuated; we may, late in the 
disease, detect a tricuspid systolic (regurg- 
itant) murmur. 

The diagnosis is easily made by the 
typical dyspnea and cyanosis, the accom- 
panying bronchitis, the appearance of the 
chest, the hyperresonant note, the dimin- 
ished cardiac, hepatic, and splenic dulness, 
and the prolonged, low-pitched expiration. 
We can differentiate it from pneumothorax. 
The latter is usually unilateral and as a rule 
suddenly and seriously developed; there is 
a distinctly tympanitic rather than the hy- 
perresonant, vesiculotympanitic note of 
emphysema; there is metallic tinkling with 
succussion sounds in hydro- or pyopneumo- 
thorax; there may be a line of flatness at 
the base of the lungs. We must consider 
that a pneumothorax may result from rup- 
ture in an emphysematous area. Pleurisy 
with effusion may be mistaken for emphy- 
sema; but the unilateral flatness, the hectic 
temperature, and other evidences of pleural 
involvement will make the decision easy. 

The prognosis: The emphysema _be- 
comes slowly and progressively worse; but 
life may be prolonged many years by judi- 
cious medication and regimen, by allevi- 
ation of the symptoms and by skilful treat- 
ment of the exacerbations, and of the dis- 
eases with which the emphysema is asso- 
ciated. Recurrent attacks of bronchitis ag- 
gravate this affection; death may be due to 
an intercurrent lobar or bronchopneumonia 
or to the development of phthisis. Dropsy, 
pulmonary hemorrhage, or acute cardiac 
dilatation with cyanosis may terminate the 
case. 

2. Acute vesicular emphysema is an 
acute dilatation of the alveoli by strong in- 
spiratory efforts in such diseases as bron- 
chitis, bronchopneumonia, angina pectoris, 
or cardiac dyspnea; in cardiac cases there 
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is the combination of violent inspiration 
with cyanosis and pulmonary congestion. 
The hyperresonant note denotes the en- 
larged lungs; there is also diminished 
cardiac and hepatic dulness, prolonged ex- 
piration, and general sibilant breathing. 

3. Interstitial emphysema is the presence 
of air in the interlobar spaces or beneath 
the pleural tissue because of rupture of the 
air vesicles from wounds, from severe 
coughing in pertussis, and in lung diseases; 
from straining at work or at stool; during 
convulsions or in labor. This form is seen 
not infrequently in children. The air may 
press along the trachea into the neck; after 
tracheotomy it may develop in the reverse 
direction. Pneumothorax may result. A 
sound as of the crumpling or crackling of 
paper is the only means by which we may 
hope to diagnose this lesion until we see 
the subcutaneous emphysema in the neck. 

4, Atrophic, known also as senile or 
small-lunged, emphysema occurs in the aged 
who have small chests with very obliquely 
placed ribs and other signs of senility; we 
here find a history. of winter cough 
and dyspnea extending through many years. 
There is a diminution in the pulmonary 
volume, directly the reverse of hypertrophic 
emphysema. The lesion is characterized by 
atrophy of the alveoli, with coalescence of 
their walls, so as to form a series of large 
vesicles. 

5. Compensatory emphysema. Here the 
air vesicles of normal lung tissue are dis- 
tended to fill the thoracic space resulting 
from contractions of other portions of the 
lung, as in tuberculosis (especially fibrosis 
in this disease), bronchopneumonia, chronic 
interstitial pneumonia, cirrhosis, pleurisy 
with effusion, tumors, and the like. When 
there is deficient expansion of the lung or 
part of a lung the remainder of the respira- 
tory organs will expand to compensate for 
the areas that are thus out of action. If the 
causal condition is removed early enough 
the emphysema disappears; otherwise a 
true hypertrophic emphysema will develop. 
Localized emphysema will occur about 
bronchopneumonic areas or tuberculous 





cicatrices, or when extensive pleural adhe- 
sions prevent lung expansion. 


THE THERAPEUTICS OF EMPHYSEMA. 


The treatment is largely palliative; but 
when conducted judiciously and with in- 
sight we can accomplish much to alleviate 
distress and to prolong life. We do not, 
however, attempt or hope to restore emphy- 
sematous lung tissues to the normal. 

We advise that a climate suitable for the 
individual case be sought out, and that a 
permanent home be made in the region that 
has thus been found. A warm, dry, equable 
climate will be best for most cases. We 
require a hygienic mode of life—the open 
air daily; a little exercise; the feet always 
warm and dry, exposure and wetting to be 
especially avoided; appropriate under- 
clothing; everything done to guard against 
recurring attacks of bronchitis. A whole- 
some diet, simple but nutritious, is essential. 
We must improve the nutrition—cod-liver 
oil should be persisted in. The diet should 
be of milk and clear soups, roasted or 
broiled beef, mutton, and lamb in moder- 
ation; chicken; fresh fish; moderation in 
sugars and starches (the especially ferment- 
ing foods); no rich gravies, pastries, or 
confections. The stomach must never be 
overloaded. The emunctories (bowels,’ 
kidneys, and skin) must be made to func- 
tionate well; we shall thus relieve the gen- 
eral nervous congestion and the consequent 
dropsy. Laxatives, cathartics, diaphoret- 
ics, and diuretics are prescribed as indi- 
cated. 

We look most carefully after the heart 
and the circulation; strychnine and ergot 
are used, but sparingly and only as indi- 
cated. Later when venous engorgement 
(and perhaps also arteriosclerosis) is pro- 
nounced we use the digitalis preparations, 
caffeine and nitroglycerin. For nervous 
symptoms (fear and the like) we give the 
bromides and the valerianates. For the ac- 


companying chronic bronchitis we pre- 
scribe much as in that disease (ammonium 
iodide, carbonate, and muriate, sanguinaria, 
hyoscyamus, potassium iodide and chloride, 
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terpin hydrate, codeine). We examine 
carefully the upper air-passages; we treat 
all inflammations of the respiratory mucous 
membranes; we remove all hypertrophies, 
exostoses, etc. We treat the cyanosis as in 
asthma; the inhalation of oxygen may be 
indicated; venesection may be most bene- 
ficial ; alcohol may serve best in exhaustion. 

When the dyspnea is due to spasmodic 
contraction of the muscular coat of the 
bronchi (as in asthma) we give inhalations 
of the fumes of stramonium, potassium ni- 
trate, chloroform or ether, and internally 
chloral, potassium iodide or iodipin, bella- 
donna, and opium (or its derivatives, mor- 
phine, dionin, etc.). Dyspnea due to con- 
gestion of the bronchial walls is relieved by 
such drugs as increase mucus flow (lobelia 
and grindelia robusta), such drugs as stim- 
ulate the heart (caffeine, convallaria, and 
digitalis), or by dry cupping over the chest 
walls. Dyspnea due to the contraction of 
the small arteries is relieved by the arterial 
dilators (nitrite of amyl, nitroglycerin, 
chloral, potassium iodide, opium). Dyspnea 
due to inflamed nasal passages is treated by 
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local applications 
thymol, cocaine). 

The following are appropriate formule— 
“emphysema, mixtures :” 


(menthol, eucalyptol, 


Rk Potass. iodid., gr. v; 
Morph. sulph., gr. 1-12; 
Tr. bellad., m. v.; 
Spir. ether. comp., m. xlv; 
Aque, q. s. ad f3ij. 

M.. Sig.: 3ij p. r. n. 


The A. B. C. diuretic: 


Tx Potass. acet., 
Potass. bicarb., 
Potass. citrat., 4a gr. xv; 
Infus. digit. recent. q. s. ad £3ij. 


M. Sig.: Take two fluidrachms every 3 to 
4 hours. 


R Ext. quebrach. fl., £3ij; 
Tr. stramon., f3ij; 
Vini antim. fl., m. xviij; 
Syrup. grind. rob., £3); 
Syrup. senege, f5ss; 
Syrup. tolutan., q. s. ad f3iv. 
M.S. 3) 215% 


KX Pulv. stram. fol., 5); 
Pulv. cascaril. cort., 3ij; 
Potass. nitrat., 5ss; 
Pulv. ipecac., 5ss. 
M. Sig.: Dry thoroughly. To be burned and 
the smoke inhaled during attack. 





REMEDIES FOR SCIATICA IN THE MIDDLE AGES. 


BY J. FLETCHER HORNE, M.D., D.Sc., F.R.S.E., 
Hon. Consulting Surgeon to the Barnsley Beckett Hospital, England. 


The publication of the following prescrip- 
tions may be of interest in that they belong 
to a period in which the healing art has 
been thought to have been in apparent 
retrogression with regard to what we now 
call scientific medicine. 

In the fourteenth century stagnancy pre- 
vailed in every path of learning, the growth 
of formalism and scholasticism submerged 
all original thought, which in turn precluded 
advance in treatment, and accurate obser- 
vation of conditions adverse to health. In 
a quest in another science at the British 
Museum I recently came across two pre- 
scriptions. They are written in a manu- 


script book, “Anciant Coates,” No. 2169, in 
the Horleian Manuscripts. 
The authorship of the book is attributed 


to a Robert Cooke, and it was once in the 
Randle Holme Collection. The clue to the 
date when the book was “tricked” is not 
very clear, but it is thought by compe- 
tent authority to have been before A. D. 
1480. 

It was probably the property of some 
person interested in heraldry. Robert 
Cooke was known to be the father of 
Cooke, Clarenceux King of Arms. The 
inference may be drawn that the owner of 
the book was subject to sciatica, as there 
are no other receipts in the manuscript, and 
it would appear he had placed them in his 
arm-painters’ work-book in daily use, much 
as we have seen recipes written in ancient 
family bibles for a ready reference. They 
are as follows: 
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FFOR THE SYETYKA. 


Take the weyght of ii ounce of whyt wyne / 
and iiij ounce of met oyle. And meddyll all / 
to geddyr and put to them powdyr of gottys / 
dunge well dryed and boyle thes iij to geddyr / 
whyle hyt be thyke and stondynge then ley / hyt 
all hote appon a whyt lethyr skyn and so / all 
hote ley hyt on thy thy bone and do hyt / 
evyn and morne this playstr schall dystroy the 
‘ syetyke. And yf hyt be eased with thys / 
powdyr nex folowynge. 

FFOR THE SYETYKE. 


Take an olde gose a gandder and pulle her / 
and take owt her gottys klene and put wt yn 
her / all the fleysch of a catte well brokyn and 
take / of her skyn and take a swyne fote wyth 
the klee / on, and take wyrgyn wex and rykelys 
and chepe / sewet hony salt and sote benys of 
eche of thes / & lyke mykyll put all thes yn the 
goose hely and / lat rost hyt well and sett a 
wesseyle vndyr and / kepe well the drippynge 
that droppynge to / anoynt the sore. This 
medesyne wat (sic) wret / to a kynge of 
yngelonde fro the vnewersyte / of Selaren thys 
ys a presyos oynement all so / for the gawte. 


The reference to the University of 
Salerno is interesting. A Roman colony, 
noted in ancient times for its salubrity, was 
the seat at the end of the seventh century 
of a Benedictine monastery, the higher 
clergy of which were distinguished for 
medical acquirements, but recent researches 
seem to point that the celebrated Schola 
Salernitana was a secular institution. In 
the ninth century the city was spokén of as 
Civitas Hippocratica. In its best period 
princes and nobles resorted to it for treat- 
ment from all parts of Europe—among 
them William of Normandy, afterwards the 
Conqueror. 

The teachings of the Salernitan profes- 
sors are fairly well known; perhaps the best 
known is the anonymous rhyming Latin 
poem of health, Regimen Sanitatis Salerni, 
professedly written for the use of the 
“King of England.” It had an immense 
reputation in the middle ages. Trotula, a 
lady doctor, had a high repute in the elev- 
enth century. She is supposed to have been 
the wife of Joannes Platearius, the author 


of a well-known compendium of medicine. - 


The number of students of medicine must 
have been at one time _ considerable. 
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Although perhaps it would not be correct to 
say the science of medicine was advanced 
at Salerno, still its decline was arrested at 
a time when every other branch of learning 
was rapidly falling into decay; and there 
seems little doubt that the observation of 
patients in hospitals and probably clinical 
teaching were made use of in this uni- 
versity. 

It may be aptly said that the school of 
Salerno formed a bridge between ancient 
and modern medicine. The general plan of 
treatment appears, according to Dr. J. F. 
Payne, to have been dietetic rather than 
pharmaceutical. It must be admitted, I 
think, that the formule of the above pre- 
scriptions show that the art of preparing 
drugs had in this city reached a high degree 
of complexity, and are evidence that in the 
fourteenth century stagnation of the science 
of medicine prevailed in its highest cir- 
cles. 

The lessons we learn from these prescrip- 
tions are the antiquity of the name of one 
of the most important of the varieties of 
neuralgia, that which attacks the great sci- 
atic branch of the sacral plexus, and the 
tendency in that remote period to regard 
sciatica as a substantive disease. (We 
may note that one of the prescriptions is a 
precious ointment good for the gout—a dis- 
ease also well known to ancient writers, as 
Hippocrates gave an account of it.) 

An axiom formed from a fairly long 
medical life is that diseases with many 
remedies are those often difficult to cure. 
Sir Thomas Watson in his incomparable 
lecture said that “in a complaint so painful, 
so crippling, and oftentimes so obstinate, it 
is well to be provided with a succession of 
accredited remedies.” Neale in his Medical 
Digest gives over forty methods of treat- 
ment, but does not include the apiarian or 
the above. The prescriptions afford a 


further proof that rheumatism and neu- 
ritis were not unknown to our forebears, 
and possibly sciatica was a troublesome 
symptom four hundred years ago, and 
probably then, as now, sometimes difficult to 
alleviate. 
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Oils have long been popular remedies in 
the treatment of pulmonary tuberculosis. 
Indeed, at one time cod-liver oil was re- 
garded almost as a specific in this disease. 
The addition of olive oil to the consump- 
tive’s diet has been a common practice. One 
of the manufacturing chemists has put on 
the market an emulsion of butter fat, beef 
fat, olive oil, lard, and peanut oil with pro- 
teids and carbohydrates, from the use of 
which good results are claimed. An emul- 
sion of purified crude petroleum and gly- 
cerin has been much lauded by several 
manufacturers as of service in tuberculosis. 
My father, J. Solis-Cohen, tells me that the 
plantation negro used to be considered im- 
mune to tuberculosis, owing to his habit of 
chewing cotton seeds and thus extracting 
the oil from them. 

Heretofore there has been no accurate 
method of determining whether a thera- 
peutic agent is of definite value in tuber- 
culosis. The personal equation of both 
physician and patient enters into a purely 
clinical observation as to the effect of any 
particular method of treatment. During 
the past three years, however, we have 
been making a series of observations which 
tend to show that improvement in a tuber- 
culous subject is usually associated with 
certain fairly definite changes in the leuco- 
cytic picture, namely, an increase in the 
proportion of lymphocytes and, less con- 
stantly, in the proportion of polymorpho- 
nuclear neutrophiles containing one and 
two nuclei (the first two classes of Arneth) 
(Am. Jour. Med. Sciences, 1911, cxlii, 691). 
Two years ago we demonstrated the effect 





1Read in the Section on Medicine of the Medical So- 
ciety of the State of Pennsylvania, Scranton Session, 
Sept. 26, 1912. 
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on the leucocytic picture of such thera- 
peutic measures as Bier’s hyperemia, 
blisters, and the oral administration of 
iodoform, creosote carbonate, and nuclein 
(Bost. Med. and Surg. Jour., 1911, clxv, 
563). More recently we have shown the 
effects produced on the leucocytic picture 
by the giving of tuberculin (N. Y. Med. 
Jour., 1912, xcv, 53) and by the employ- 
ment of graduated work (Trans. Nat. 
Assoc. for the Study and Prevention of 
Tuberculosis, 1912, 424). 

The present investigation was under- 
taken for the purpose of determining 
whether the leucocytic picture is affected 
by the ingestion of oil, and whether it is 
affected differently by different oils. The 
fact that the ingestion of oils is stipposed 
to produce a digestive lymphocytosis made 
us think it possible to obtain some infor- 
mation from the blood. 

Thirteen patients were given various 
oils; three were given cod-liver oil, two 
olive oil, three cotton-seed oil, three emul- 
sion of petroleum, and two an emulsion of 
beef fat, butter fat, olive oil, lard, and 
peanut oil with proteids and carbohydrates. 
They were patients at the Philadelphia 
Jewish Sanatorium for Consumptives at 
Eaglesville, Pa., situated about six hundred 
feet above sea level, and at the Home for 
Consumptives at Chestnut Hill, Pa., situ- 
ated about five hundred feet above sea 
level. We classify our patients according 
to the scheme adopted by the National 
Association for the Study and Prevention 
of Tuberculosis and also according to Tur- 
ban’s scheme. We further divide third- 
stage patients into those capable of work- 
ing and those incapacitated, the latter be- 




















ORIGINAL COMMUNICATIONS. 625 


ing subdivided into those non-toxic and 
those toxic. 

The one who examined the blood never 
saw the patients, did not know what they 
were taking, nor when they began or ended 
treatment. In this way we hoped to elimi- 
nate the personal equation. 

The blood was stained with eosin and 
hematoxylin. The leucocytes are divided 
into polymorphonucelar neutrophiles, which 
are subdivided according to the number of 
nuclei they contain, as suggested by Arneth; 
lymphocytes, by which we mean mononu- 
clear cells whose nucleus is larger than the 
surrounding protoplasm ; mononuclear cells, 
whose nucleus is smaller than the surround- 
ing protoplasm; transitional cells; and 
eosinophiles. 

The two adult patients on olive oil im- 
proved, although the improvement is by no 
means necessarily attributable to the oil 
they received. In both there was a slight 
decrease in the first two classes of Arneth, 
while the lymphocytes were also diminished, 
moderately in one and slightly in the other. 

Of the three adult patients taking cod- 
liver oil, two improved. In these the first 
two classes of Arneth were unchanged or 
very slightly augmented at first, and then 
were markedly decreased, a slight increase 
following in one. In the unimproved 
patient there was a moderate decrease in 
the percentage of these cells. The lympho- 
cytes were moderately diminished and then 
markedly increased in one; markedly in- 
creased, then moderately decreased, and 
later similarly increased, in another, and 
markedly diminished in the third. 

Three children who took cotton-seed oil 
said they felt better while taking it. The 
first two classes of Arneth at first were 
moderately increased in one, moderately 
diminished in another, and very slightly 
diminished in the third; these were fol- 
lowed in all by a marked or very marked 
fall, which in the third was again followed 
by a moderate rise. The lymphocytes were 
markedly increased in all, although at first 
the increase was slight in one and preceded 
by a slight diminution in another. This 


was followed by a slight increase in one 


and by a moderate decrease in two, a very 
slight increase supervening in one of these. 

Two adults and a child were given pe- 
troleum emulsion, with some improvement 
of the symptoms in two and no change in 
one—an adult. In both adults the first two 
classes of Arneth were slightly augmented, 
while in the child there was a slight fall, 
followed by a very marked fall. The 
lymphocytes were slightly diminished in 
the unaffected adult, in whom the medicine 
produced nausea, moderately increased in 
the benefited adult, and slightly diminished 
in the child when the medicine caused vom- 
iting, followed by a very slight rise as the 
dose was reduced. 

Two children, who were given an emul- 
sion of beef fat, butter fat, olive oil, lard, 
and peanut oil with proteids and carbohy- 
drates, said they felt better while taking 
the medicine. In both there was a marked 
and a very marked diminution in the first 
two classes of Arneth, preceded by a slight 
decrease in one and a slight increase in the 
other. The lymphocytes were moderately 
diminished in one despite an increase in 
the dose, and were slightly diminished at 
first in the other with the first small dose, 
but became markedly augmented as the 
dose was increased. 


SUMMARY. 


Of the thirteen patients given oils the 
first two classes of Arneth were diminished 
in eleven and increased in two; the lymph- 
ocytes were augmented in seven and de- 
creased in six. 

There was a diminution in the percent- 
ages both of lymphocytes and of polymor- 
phonuclear cells containing one and two 
nuclei in all the patients taking olive oil. 
There was an increase in the percentage 
of lymphocytes in all but one and a de- 
crease in the first two classes of Arneth 
in all the patients taking cod-liver oil and 
cotton-seed oil. Of the three patients tak- 
ing emulsion of petroleum the lymphocytes 
were increased in one and diminished in 
two, while the ‘polymorphonuclear cells 
with one and two nuclei were increased in 
two and diminished in one. In both the 
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patients taking an emulsion of beef fat, 
butter fat, olive oil, lard, and peanut oil 
with proteids and carbohydrates, the first 
two classes of Arneth were diminished, the 
percentage of lymphocytes being augmented 
in one and lessened in the other. 

It is impossible to draw conclusions from 
thirteen cases, and certainly from two or 
three cases. It would seem as though the 
ingestion of oils in itself has no decided 
effect on the proportion of lymphocytes in 
the blood and hence upon the resistive 
power of the patient (if we regard the pro- 
portion of lymphocytes as an index of the 
resistive power). The taking of oils, how- 
ever, does seem to diminish the proportion 
of polymorphonuclear cells with one and 
two nuclei, a sign of improvement accord- 
ing to most observers, but not according to 
our previous work. It is suggestive that all 
the patients taking cod-liver oil and cotton- 
seed oil showed an increase in the propor- 
tion of lymphocytes, with one exception, 
and a decrease in the first two classes of 
Arneth. 

The blood counts of each patient are 
given below. 


PATIENTS TAKING COD-LIVER OIL. 


.Case 1.—C. S., female, aged thirty-four 
years, third stage, class 3, improving, cap- 
able. On July 1 the patient was given one 
tablespoonful of cod-liver oil three times 
daily. There was an immediate rise in the 
proportion of lymphocytes with a corre- 
sponding fall in the proportion of polymor- 
phonuclear leucocytes as a whole, and later 
of those containing one and two nuclei, all 
of which were maintained fairly well for 
at least a month. The blood counts follow: 
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23 Pe 
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March 3 69 (10 39 51 0 0) 30 0 O 1 
April 4 62 (5 60 35 0 0) 38 0 0 0 
July 1 86 (19 64 17 0 0) 14 0 «0 0 
July 14 68 (20 64 16 0 0) 30 0 O 2 
July 21 75 (8 42 50 0 0) 24 0 O01 
July 28 68 (10 45 45 0 0) 80 2 O 0 


Case 2.—L. S., female, aged twenty-nine 
years, first stage, class 1, improving, capa- 


ble. 


The patient took half an ounce of 
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cod-liver oil three times daily from July | 
to August 7. During the first three weeks 
there was a slight drop in the proportion 
of lymphocytes at the expense of the poly- 
morphonuclears, followed by a marked 
rise. The first two classes of Arneth di- 
minished markedly after the first week. 
The blood counts are appended: 
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July 50 BOnh36 BO 4a lo, oy 36°09) 40-2 
July 21 88 (6 80 14 0 0) 10 0 0 2 
July 28 69 (9 51 40 0 0) 2 2 O 0 
Case 3—F. T., female, aged twenty- 


seven years, third stage, class 1, progres- 
sive, incapacitated, non-toxic. The patient 
was given an emulsion of cod-liver oil on 
April 17. There was a marked fall in the 
proportion of the lymphocytes, with a cor- 
responding rise in the polymorphonuclears, 
and a moderate fall in the percentage of the 
first two classes of Arneth, as will be seen 
from the appended table: 
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PATIENTS TAKING OLIVE OIL. 


Case 4.—N. S., male, aged twenty-nine 
years, third stage, class 3, improving, ca- 
pable. The patient took one tablespoonful 
of olive oil three times daily from July 
14 to July 22. During this week there was 
a slight drop in the percentage of lympho- 
cytes and of the polymorphonuclear leuco- 
cytes with one and two nuclei, the propor- 
tion of polymorphonuclear cells as a whole 
showing a slight increase. The differen- 
tial count is given in the appended table: 
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April 4 60 (10 49 41 © 0) 387 1 #0 2 
July 1 7 (10 80 10 0 0) 24 0 OO 0 
July 21 80 (10 75 15 0 0) 20 0 0 0 


Case 5.—M. K., male, aged thirty-nine 


years, first stage, class 1, improving, capable. 
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The patient was put on olive oil July 1 in 
half-ounce doses three times daily. On July 
21 he had a purulent otitis media. On this 
day the proportion of lymphocytes and of 
the first two classes of Arneth were some- 
what less and that of polymorphonuclear 
leucocytes somewhat greater than on the 
day treatment was commenced. The blood 
picture showed proportions as given in the 
following table: 
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April 4 60 (5 50 45 OO 0) 384 4 1 1 
July 1 80 (138 65 22 0 0) 20 O 0 oO 
July 21 83 (13 63 24 0 0) 15 O 0 2 


PATIENTS ON COTTON-SEED OIL. 


Case 6.—G. M., female, aged seven years, 
third stage, class 3, progressing, incapaci- 
tated, non-toxic. The child was put on half 
an ounce of cotton-seed oil on July 21, and 
seemed better while taking the oil. The 
proportion of lymphocytes showed at first 
a very slight decrease, then a marked in- 
crease, followed by a moderate decrease 
and again a slight increase. The course of 
the polymorphonuclear cells was exactly 
opposite. The first two classes of Arneth 
showed a very marked diminution followed 
by a moderate increase. 
are recorded below: 


The blood counts 
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Case §.—R. K., female, aged eight years, 
first stage, class 1, improving. The girl was 
given cotton-seed oil on July 21, the dose 
being half an ounce thrice daily. The child 
felt better after taking the oil and had a 
better appetite. There was first moderate 
increase in the proportion of lymphocytes at 
the expense of the polymorphonuclear cells. 
followed by a slight diminution. There was 
a steady decrease in the first two classes of 
Arneth, slightly at first and then marked. 
The blood pictures are appended: 
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Case 7.—L. B., female, aged nine years, 
second stage, class 1, stationary. On July 
21 cotton-seed oil was given, a tablespoon- 
ful three times a day. The lymphocytic 
curve shows a steady rise and the polymor- 
phonuclear curve a steady fall. The propor- 
tion of polymorphonuclear cells with one 
and two nuclei was first moderately in- 
creased and then markedly diminished. The 


blood picture is given in the appended 
table: 
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PATIENTS TAKING PETROLEUM OIL. 


Case 9.—M. C., female, aged thirty-eight 
years, third stage, class 3, progressive, in- 
capacitated, toxic. The patient took emul- 
sion of petroleum from April 12 to June 
6, during which time the cough was better, 
the paroxysms being fewer and less severe 
than previously. There was a decrease in 
the percentage of lymphocytes and of poly- 
morphonuclear cells containing one and two 





nuclei. For the differential count see table 

appended : 
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Case 10.—R. G., male, aged forty-five 


years, third stage, class 3, stationary, ca- 
pable, non-toxic. This patient took oil of 
petroleum for ten days, beginning about 
April 8, with no clinical effect except the 
production of nausea. There was a slight 


fall in the lymphocytic curve and a cor- 
responding rise in the polymorphonuclears 
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as a whole and in those containing one and 
two nuclei. His blood count is contained 
in the following table: 
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Case 11.—H. B., male, aged eight years, 
first stage, class 1, stationary. On July 21 
the boy was given two drachms of emul- 
sion of petroleum three times a day, re- 
duced to one drachm on account of vomit- 
ing, and stopped August 25. The percent- 
age of lymphocytes was first slightly dimin- 
ished and then very slightly increased at 
the expense of the polymorphonuclears. 
The first two classes of Arneth were de- 
creased, at first slightly, then markedly. 
The blood picture is given as follows: 
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PATIENTS TAKING AN EMULSION OF BEEF 


FAT, BUTTER FAT, OLIVE OIL, LARD, 
AND PEANUT OIL. 

Case 12.—J. C., male, aged thirteen 
years, first stage, class 1. On August 8 
the patient was given the emulsion in 
drachm doses three times daily with a 
twenty-minim increase every second day 
until August 24, after which the dose was 
half an ounce thrice daily. He felt better 
and could eat better after taking the oil. 
The percentage of lymphocytes at first di- 
minished slightly and then increased mark- 
edly at the expense of the polymorphonu- 
clears as a whole. The percentage of the 
latter with one and two nuclei at first in- 
creased slightly, and then decreased very 
markedly. The blood count is given in the 
table: 
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Case 13.—J. S., male, aged six years, 
first stage, class 1. The emulsion was be- 
gun on August 8 with a teaspoonful three 
times a day, the dose being gradually in- 
creased until August 24, after which it re- 
mained at a tablespoonful. The percentage 
of the lymphocytes and of the first two 
classes of Arneth showed a marked de- 
crease, as will be seen from the count given 
in the table: 
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COMMON COLDS AND VACCINE 
THERAPY. 


In the Boston Medical and Surgical Jour- 
nal of June 5, 1913, Fisner reaches these 
conclusions : 

1. Colds, so-called, are unquestionably 
due to infection by microorganisms. 

2. Colds are contagious. 

3. Colds can be largely prevented by rea- 
sonable isolation of every case, and pre- 
ventive inoculation. 

4. Colds can be aborted or their course 
shortened by vaccine treatment. 

5. The treatment of acute and chronic in- 
flammation of the respiratory tract by vac- 
cines is specific. 

6. A symptom-complex resembling influ- 
enza may be due to other organisms. 

It is only too true that one swallow does 
not make a summer, neither do a few cases 
prove conclusively the value of a new 
method of treatment. It is, however, 
Fisher’s firm conviction that with a prop- 
erly prepared vaccine, containing the etio- 
logical germ, administered with proper 
dosage and intervals, success will always 
attend this method of treatment. 

The doctor who offhand condemns vac- 
cines has either never used them, has not 
mixed them with brains, has expected them 
to do the impossible, or he has not had the 
infecting germ in the vaccine used. | 



































EDITORIAL. 


THE RELATIVE EFFECTS OF THE 
‘ VARIOUS SALICYLATES. 





Some difference of opinion exists in the 
minds of clinicians as to the efficiency and 
toxicity of the various preparations of the 
salicylates, official and otherwise, which are 
now commonly employed. We think that 
a majority of medical men probably believe 
that any variation in the salicylates depends 
more on the individual to whom they are 
given than to any material difference in the 
power of the salt itself. As all of the 
salicylates act slowly and do not produce 
very definite and positive effects upon those 
vital functions which are easily studied by 
instruments of precision, there is much dif- 
ficulty in making comparisons of one pre- 
paration with another, and when individual 
idiosyncrasy is taken into consideration, not 


only as to the size and peculiarities of the - 


patient, but also as to his condition of dis- 
ease, the problem becomes still more 
complicated. 

Hanzlik has attempted recently to solve 
this problem according to clinical statistics. 
He considers the toxic dose apparently to 
be that quantity which produces definite 
characteristic symptoms of the ingestion of 
the drug. In other words, his toxic dose 
would be called, in the language of others, 
the quantity which is needful to produce a 
full physiological effect, and it is interesting 
to note that what he calls the toxic dose is 
the quantity which is very commonly ad- 
ministered by physicians in every-day prac- 
tice in the course of twenty-four hours, and 
furthermore, is very much less than the 
quantity which some enthusiastic advocates 
of the use’ of salicylates would have us 
employ. Thus, Lees, of England, has 
claimed that children with acute rheumatic 
fever are often benefited by the use of as 
much as from six to eight hundred grains 
a day; whereas Hanzlik concludes from his 
studies upon 400 adults, sixteen years or 
over, that somewhere in the neighborhood 
of 180 to 200 grains a day is the toxic 


quantity. He found that at the Lakeside 
Hospital in Cleveland the routine use of 
salicylates consists in repeating the dose of 
from 10 to 20 grains every hour or two 
until gastric or ear effects are developed. 
This method is not that which we believe 
is commonly employed, since few physi- 
cians give such doses at such short intervals. 
Nevertheless, something may be said in its 
favor if we believe in the theory that the 
salicylates should be used in rheumatism to 
speedily conquer the infection in much the 
same way that we employ quinine in full 
doses over a brief period of time to destroy 
the malarial parasite. 

In comparing the various salicylates with 
one another Hanzlik believes that 180 
grains for men and 140 grains for women 
of synthetic sodium salicylate is about as 
toxic as 200 grains for men and 135 grains 
for women of so-called natural sodium sali- 
cylate (that is, sodium salicylate derived 
from wintergreen), and that 120 minims of 
methyl salicylate, or oil of wintergreen, is 
about as toxic as 200 grains of natural 
sodium salicylate. This difference between 
the synthetic and natural salicylates has, 
very recently, been denied. He also indicates 
that aspirin induces his so-called toxic ef- 
fects at 165 grains in man and 120 grains in 
woman, and diplosal or salicylo-salicylic acid 
reaches its toxic quantity in the dose of 100 
grains in man and 83 grains in woman. He 
evidently believes that the toxic dose and the 
therapeutically effective dose are practically 
one and the same quantity, and as already 
indicated, that the toxic dose of salicylates 
for females is approximately 80 per cent of 
the toxic dose for males, a considerable 
proportion of all of this difference depend- 
ing, not so much upon the difference in sex 
as upon the difference in weight of the two 
classes of patients. Age, he thinks, exer- 
cises little influence, patients of 16 and 75 
years of age seeming to respond about 
equally. Neither does he think that there is 
any difference in individuals of the black 
and white races. He also found that the 
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therapeutic efficiency of synthetic salicylate 
is greatest in acute rheumatic fever, and he 
believes that when the full doses are given, 
which he sees fit to call toxic, to patients 
suffering from rheumatic arthritis, any 
albuminuria which develops is due to renal 
irritation arising from the fever rather than 
from the drug. 

While these observations are of interest 
and of value, they do not materially alter 
the views already held concerning these sev- 
eral compounds, the important point for us 
to remember being that when the salicylates 
are used in acute rheumatic fever they 
should be given for effect rather than 
measured by grains. We think that the 
use of the term “toxic dose” by Hanzlik is 
unfortunate, since this word is commonly 
accepted as indicating poisonous effects 
when in reality there is no true poisoning 
but only a full medicinal influence. 





VERONAL POISONING. 





In the British Medical Journal of March 
15, 1913, attention is called to the fact that 
veronal or diethyl barbituric acid, which 
has been so largely used as a hypnotic dur- 
ing the last few years, to use the words of 
the Council of the Pharmaceutical Society 
of England, “ought to be deemed a poison 
within the meaning of the Pharmacy Act of 
1868, as amended by the Poisons and Phar- 
macy Act of 1908.” 

This conclusion is scientifically and legally 
correct in the sense that veronal is capable, 
if the dose is large enough, of producing 
symptoms which are very undesirable and 
possibly very grave. It is not our intention 
to discuss the very live question as to what 
is a poison, nor is it our intention to alarm 
practitioners who have been employing this 
drug by leaving in their minds an impres- 
sion that it is poisonous to the degree that 
other hypnotics, like chloral and morphine, 
are toxic. Rather it is a matter of interest 
that the Council of the Pharmaceutical 
Society has seen fit to so classify it, the 
object apparently being to prevent its 
habitual or universal employment by the 
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laity for the production of sleep and in no 
way to interfere with its administration in 
any dose which the physician thinks wise if 
in his opinion the drug is indicated. In 
other words, the object of this Council has 
not been to warn against its employment by 
those who are skilled in its use, but to 
throw about it such regulations as will pre- 
vent its abuse, which is the more necessary 
because, as the British Medical Journal 
points out, it is capable, when abused, 
of producing ataxia, hallucinations, and 
tremor, with deterioration of the moral 
sense, and furthermore, an overdose self- 
administered may result in disaster. In 
other words, like all drugs which are re- 
sorted to by the neurasthenic or abnormal 
members of the human family, it needs to 
be guarded. On the other hand, it is to be 
remembered by physicians that this drug 
has now been used by a multitude of 


patients, over a good number of years, with 


remarkably few reports of deleterious ef- 
fects, so that it is fair to class it, if it is 
properly used, as one of the safest of 
hypnotics. 

From the text of the communication in 
the issue of the British Medical Journal 
which we have quoted, it is evident that it 
is practically impossible to administer ver- 
onal with homicidal intent, since approxi- 
mately 150 grains would have to be taken, 
and this would require about two and one- 
quarter pints of cold water or three-quarters 
of a pint of hot water to dissolve it. 
Medinal, the sodium compound of veronal, 
is so soluble that 150 grains will dissolve 
in two and one-half ounces ot cold water, 
and therefore the possibility of its being 
used criminally is greater; on the other 
hand, such a dose as two and one-half 
ounces would be so bitter and nauseating in 
taste as to be recognized by the'victim, and 
in all probability he would vomit it as soon 
as it was swallowed. In this connection 


it is interesting to remember that when 
veronal is taken in a dose which is large 
enough to result fatally, and it is worthy 
of note that this dose is about fifteen times 
the ordinary dose, death does not occur 
until twenty-four hours after its ingestion, 
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and only about one-half of the dose taken 
would be present in the body at the time 
of death because the other half would have 
been eliminated in the urine. 

The Council of the Pharmaceutical Soci- 
ety has included veronal, medinal, and all 
poisonous urethanes or ureides in the list of 
poisons. 

Finally, it is fair to conclude that as with 
all drugs so with veronal, to wit: that any 
remedy possessed of considerable power in 
moderate dose must be possessed of danger- 
ous power in immoderate dose, and further- 
more that this drug, like other hypnotic 
drugs, should not be obtainable by every 
layman or laywoman on direct demand 
without the advice of a physician. 


THE SAFETY OF ALUMINIUM VESSELS 
FOR COOKING PURPOSES. 





When aluminium vessels were first intro- 
duced into domestic life some doubt existed 
as to their safety, and the question arose as 
to whether in the cooking of foodstuffs a 
sufficient amount of aluminium might not 
be set free to exercise an effect upon the 
body. Increasing experience has pretty 
well proved that such objections do not 
exist. Nevertheless, a recent contribution 
on this subject by Dr. John Glaister, who is 
well known for his work in toxicology, is 
of interest. He made experiments to de- 
termine whether the cooking of ordinary 
articles of food produced much effect upon 
the metal, the foods varying from bacon 
and milk to oranges and lemons in the prep- 
aration of marmalade. He also studied the 
effects of common salt, tartaric acid, dis- 
tilled water and hard water, and used vari- 
ous vessels such as frying-pans, saucepans, 
and stewpans. The result of his investiga- 
tion is that the largest amount of alum- 
injium found in the foodstuff was when 
making marmalade with oranges and lem- 
ons, but the amount which was recovered 
was exceedingly small and would have been 
perfectly harmless: even if the entire two 
and a half ounces of preserves had been 
eaten at one meal by one person. These 


investigations confirm an earlier series car- 
ried out in the Lancet Laboratory on a 
previous occasion. 





THE RELATIONSHIP OF PITUITARY 
EXTRACT TO URINARY FLOW. 





Two or three months ago we called atten- 
tion in a leading article to the advances 
which are being made in our knowledge 
concerning the interrelationship of the vari- 
ous organs of internal secretion, some of 
these being opposed to one another in func- 
tion and others acting together to produce 
the same result. Furthermore, it is becom- 
ing evident that much glandular activity is 
induced by the presence of hormones which 
activate glands otherwise inert. 

Extraordinary as have been the discov- 
eries, within the last few years, concerning 
the physiological properties and therapeutic 
powers of adrenalin, it may be truthfully 
said that the effects of pituitrin derived 
from the posterior lobe of the hypophysis 
are even more extraordinary, and the gains 
in our knowledge concerning this remark- 
able, yet small body, have been by leaps and 
bounds from the standpoint of physiology, 
pathology, surgery, diagnosis, and thera- 
peutics. 

Extract of the pituitary body (pituitrin) 
naturally found its first field of usefulness 
as a substitute for adrenalin, since its local 
effects upon the capillaries when it is direct- 
ly applied, and its influence upon the heart 
and vascular system when it is introduced 
intravenously, are identical in kind although 
differing in degree, the most noteworthy 
difference probably being that the effects 
of pituitrin are not induced so suddenly 
but are much more prolonged. Another 
advantage of pituitrin seems to be that 
when given hypodermically it possesses a 
considerable degree of physiological activ- 
ity along the lines just indicated, which can 
hardly be truthfully said of adrenalin. 
Equally important, if not more so, has been 
the discovery that in this substance (pitui- 
trin) we possess one of the most efficient 
uterine stimulants or oxytoxics. While it 
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does not seem to induce uterine contrac- 
tions in the pregnant uterus until there has 
been some dilatation of the os, it may be 
fairly said to be even more reliable than 
ergot and to be better, in that the uterine 
contractions which it induces are to and 
fro and therefore represent normal contrac- 
tions in distinction from the powerful 
tetanic contraction induced by ergot. The 
universally favorable reports which have 
been made by obstetricians concerning the 
use of pituitrin in cases of uterine inertia 
have assured it a place in obstetrical prac- 
tice. 

For a number of years Cushing has de- 
voted a large amount of time and energy 
to the study of this important body. While 
surgical conditions of the pituitary gland 
are quite rare, comparatively speaking, he 
has shown us how a diagnosis of disease of 
this gland can be made, and also revealed 
the measures which should be introduced 
for the relief of the patient. As with many 
other researches carried out by able men, 
he has also developed additional facts which 
have a most important bearing upon clinical 
medicine and therapeutics. Thus, his re- 
searches show (and they are confirmed by 
other investigators and by a number of 
clinicians who have studied cases which 
have afterward come to autopsy) that 
there is a very close relationship between 
diabetes insipidus and disease of the pitui- 
tary body. It is only fair to remember, 
however, that as long ago as 1901 Schafer 
and Magnus showed that extract of the pos- 
terior lobe of the pituitary body possesses 
very strong diuretic properties. Schafer 
and Herring in 1906 showed that with this 
diuresis there is a marked increase in the 
volume of the kidney and that the renal 
arteries are not constricted by the drug, as 
are the arteries of the general system, but 
are dilated. In other words, with a rise in 
general blood-pressure and a relaxation of 
the renal vessels the kidney is flooded with 
blood, and it would seem probable that the 
pituitrin also simultaneously stimulates the 
renal epithelium. In other words, it is 
truly an active diuretic. Of course, we 


cannot expect it to produce all the effects 
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which are desired in advanced renal disease 
when the secreting epithelium is destroyed, 
but we apparently have in our hands a rem- 
edy which can do much toward reéstablish- 
ing urinary secretion in cases of acute 
suppression following injury due to trauma- 
tism or surgical interference, and also pos- 
sess advantage in some of the acute infec- 
tious diseases when renal activity is very 
torpid. Last of all, it is interesting in this 
connection to know that the drug seems 
to act as an efficient stimulant upon the 
muscular fibers of the bladder, and there- 
fore can be used for the purpose of stimu- 
lating this organ to the expulsion of urine, 
as when it is feeble as the result of over- 
distention or when it is inactive as the re- 
sult of an injury which reflexly has im- 
paired its power. 

The point made by Cushing that many 
cases of diabetes insipidus are not due to. 
disorders of the nervous system but to dis- 
ease of the hypophysis is a point in clinical 
medicine and diagnosis which should be 
borne in mind. 





VENEREAL PROPHYLAXIS IN THE 
ARMIES. 





In explaining the greater incidence of 
venereal diseases in the United States Army 
as opposed to that of foreign organizations, 
Howard (Bulletin No. 2 Surgeon General’s 
Office, War Department, 1913) believes 
that abroad the general application of ap- 
proved methods of personal disinfection fol- 
lowing coitus under official sanction and 
direction as well as more or less effective 
regulation and sanitary control of prostitu- 
tion are the factors probably responsible 
for the lesser incidence. 

Since with us the sources of infection are 
beyond control and since the civil author- 
ities are unalterably opposed to effective 
regulation and sanitary supervision of pros- 
titution, there remain to be considered meas- 
ures which, while conceding an abundant 
and accessible source of infection and its 
probable utilization, will‘prevent the conse- 
quences in the form of venereal diseases. 

For many years the policy of the higher 
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military authorities in the War Department 
has been one of silence and inaction con- 
cerning this question, and the issuance of 
military orders directing inspection of 
troops for venereal disease and the use of 
prophylactic solutions following intercourse 
and preventive measures were opposed, as 
it was held that “the publication of such 
orders may prove offensive to the general 
public and humiliating to the service.” This 
attitude is held by Howard to be the chief 
cause of our continued high venereal inci- 
dence. The War Department has finally 
been convinced of the necessity of meeting 
the venereal issue forcefully. In May, 
1912, orders were issued calling for monthly 
inspections of troops for the detection of 
venereal disease, official recording of all 
cases found, and the application of individ- 
ual prophylactic treatment following expo- 
sure under penalty of trial by court martial 
for non-compliance therewith. 

Instruction has been given quite gener- 
ally by lectures by medical officers and the 
distribution of venereal circulars to the in- 
dividual soldier. This has been supple- 
mented by informal advice to the men as 
opportunity offered and moral talks by 
chaplains and others. It must be recog- 
nized, however, that comparatively few 
have practiced continence on the advice of 
the highest medical or other authorities. 
Recreative features and athletics have been 
of distinct service. The athlete who takes 
pride in his physical supremacy is rarely a 
sensualist. Frequent physical examina- 
tions of all soldiers for concealed cases of 
disease are absolutely essential as a part of 
any effective scheme of prophylaxis. Since 
the disease in barracks is a menace to inno- 
cent comrades, such cases should be treated 
in hospital during the stages of infectivity. 
A syphilitic register follows the soldier 
from staton to station and insures intelligent 
treatment as long as needful. Gonorrheal 
patients are kept in semi-quarantine, with 
restriction of all pass privileges, and under 
frequent observation for several weeks af- 
ter return to duty to prevent opportunity for 
reéxposure and probable relapse before cure 
is complete. 
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Personal prophylaxis is perhaps the fac- 
tor of greatest importance. Fully 80 per 
cent of venereal infections in men are pre- 
ventable if proper prophylactic treatment is 
given within ten hours following exposure. 
This personal prophylaxis must provide and 
insure that proper treatment is given at the 
proper time, and in the proper manner. 
Otherwise through ignorance, indifference, 
carelessness, or drunkenness the majority 
of soldiers fail to carry out properly the 
treatment provided. The treatment must 
be given by or under the immediate super- 
vision of a trained attendant. Moreover, it 
must be mandatory by military order. A 
mandatory prophylaxis must be rigidly en- 
forced by punitive measures. The penalty 
for delinquency should be sufficiently heavy 
to insure general compliance with the order. 
It seems to be just and equitable during the 
time the soldier is incapacitated on account 
of venereal disease that his pay and allow- 
ance should be forfeited. Recently this 
provision has been enacted into law by the 
urgent recommendation of the Surgeon- 
General. Hence there will result an auto- 
matic punishment to every offender. 

At Jefferson Barracks, one of the larger 
recruiting depots, with a constantly chang- 
ing personnel, nearly 10,000 pass through 
each year. A majority of the cases of ven- 
ereal disease have been due to infection 
contracted prior to enlistment and arrival 
at the post. Each recruit within forty- 
eight hours of his enlistment receives per- 
sonal instruction concerning venereal dis- 
eases from his squad instructor. The text 
of the post order on the subject is read and 
explained to him. This includes a brief 
description of the venereal diseases, the 
mode of transmission, and the dangers of 
cohabitation with prostitutes. Sexual con- 
tinence is advised as compatible with full 
mental and physical vigor, and as the only 
“sure way to escape venereal diseases.” 
Those who will not heed the advice as to 
sexual continence have explained to them 
that a system of treatment has been pre- 
scribed and is given by a trained hospital 
attendant to every soldier, following expo- 
sure, immediately upon his return to post, 
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and that the earlier he reports following in- 
tercourse the better are his chances to es- 
cape infection. He receives further in- 
struction from a medical officer along the 
same line at a lecture within ten days of the 
recruit’s enlistment. 

The treatment consists in thorough cleans- 
ing of the genitals, using 1:5000 mercuric 
chloride solution ; injection into the anterior 
urethra of 4 Cc. of 20-per-cent argyrol so- 
lution, to be retained five minutes; the ap- 
plication to the entire penis of 2 to 4 
grammes of 30-per-cent calomel ointment, 
especial attention being given to the glans 
and prepuce. The soldier who reports for 
treatment several hours after he returns to 
post is held to be equally culpable with the 
soldier who fails altogether to take the treat- 
ment. The order requires him to report 
immediately (regardless of other duty), and 
he is held strictly to this requirement. 

With the venereal admission rate of 174 
per 1000 for the entire army in 1910, the 
rate for Jefferson Barracks was 318 per 
1000. For the year immediately preceding 
the initiation of mandatory prophylaxis the 
venereal admission was 290 per 1000. Dur- 
ing a part of this latter period voluntary 
prophylaxis was in force. In August, 1911, 
regular venereal inspections were first au- 
thorized, and have since been made, at first 
monthly and later bi-monthly. Under these 
conditions a rate considerably higher than 
in 1910 would be expected if prophylactic 
measures had not been in force. That pro- 
phylaxis has been effective is shown by the 
reduced admission rate of 154 per 1000 for 
the year ending August 31, 1912, a reduc- 
tion of 47 per cent from the rate for the 
preceding year and 52 per cent from 1910. 
This reduction has been effected entirely in 
the class of new cases or fresh infections. 
Careful records have been kept in each ven- 
ereal admission, and it is shown that 59 per 
cent of total admissions during the year 
have been from infections contracted before 
enlistment, before arrival at station, or re- 
admission of old cases. This class of ad- 
missions, representing an admission rate of 
91 per 1000, obviously is beyond control by 
prophylactic measures at depot. For the 


year ending August 31, 1912, the fresh in- 
fections contracted at depot represent an 
admission rate of only 63 per 1000, a reduc- 
tion of 72 per cent from the assumed rate 
for 1910. There were 84 fresh infections 
contracted at depot during the year with an 
average énlisted strength of 1329. Of the 
above, 60 had failed to use prophylactic 
treatment, while only 24 infections devel- 
oped following the use of the prophylactic 
in 3800 treatments, or one infection to every 
158 men exposed and treated. Of the 24 
infections in which the use of prophylactic 
failed to prevent disease, 16 were gonor- 
rhea, 7 chancroids, and one syphilis. Thus 
there is one gonorrheal infection to 237 
treatments; one chancroidal infection to 
542 treatments; one syphilis infection to 
3800 treatments. 

Argyrol 20 per cent, although from the 
laboratory standpoint not a -satisfactory 
antiseptic, has seemed from the clinical side 
amply to demonstrate its efficiency. Recent 
reports have indicated that calomel (30 per 
cent) combined with a member of the 
phenol group and made into a paste with 
animal fat as a menstruum protects equally 
well against both gonorrhea and syphilis. 
For routine use in the army a single prepar- 
ation instead of two, obviously, is highly 
desirable. To secure effective prevention, 
treatment should be applied within ten 
hours following exposure. When soldiers 
are absent from their commands for peri- 
ods longer than ten hours, individual treat- 
ment should be applied by the soldier him- 
self immediately following coitus, to be 
followed by a second disinfection upon re- 
turn to post. 

Maus (ibid.) speaking for the navy pro- 
poses as a means of lessening and combating 
venereal diseases and alcoholic addiction 
the organization of a military society for 
the army and navy, designated the “Na- 
tional Guardians of Honor.” He _ holds 
that examinations for venereal disease 
should be conducted weekly instead of 
monthly. He states that the routine prac- 
tice of the navy, with slight modifications, 
consist of 1:5000 bichloride of mercury for 
the external genitals, 20-per-cent argyrol or 





























2-per-cent protargol for the urethra, and 
25- to 35-per-cent calomel ointment for the 
He quotes Zalisky to the effect that 
as the result of careful examinations and 


penis. 


disinfection 500 men were protected from 
venereal diseases for five months without 
a case of infection. 

Maus conducted some experiments with 
an ordinary 4-Cc. collapsible nasal tube, 
containing 33-per-cent calomel ointment. 
This experimentally was entirely efficient 
against both syphilis and gonorrhea, and 
this finding was corroborated by the work 
of others. Later at the military tourna- 
ment held in Chicago, where 1200 troops 
were present, Maus introduced the system 
in the camp with the authority and codper- 
ation of the department commander. At 
the the tournament, two 
weeks later, another examination was made 
of the command, at which no additional 
cases of venereal disease were discovered. 
The formula used during the Chicago tour- 
nament consisted of calomel 30 per cent and 
benzoated lard 70 per cent. A similar ex- 
periment was conducted during the maneu- 
vers at Fort Benjamin Harrison, and it 
was found that 594 men, with 1301 expo- 
sures, who had used the protection suffered 
no additional infection, while 302 men, with 
763 exposures, who had not employed the 
protection contracted 26 cases of gonor- 
rhea, 12 cases of chancroids, and one case 
of syphilis. 

Henry notes that with the single calomel 
method, using a 25-per-cent calomel solu- 
tion, he prevented infection among the 
crew of the Rainbow for six months, with 
a record of 567 exposures. 


conclusion of 





THE INUNCTION TREATMENT OF 
SYPHILIS. 





At the present day the recognized treat- 
ment of syphilis is based on the combined 
use of salvarsan or neosalvarsan, supple- 
mented by mercury. The arsenical prepar- 
ations are given intravenously in repeated 
doses, and combined clinical experience 
seems to show that the best results are ob- 
tained by frequent repetitions of compar- 
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atively small quantities, these repetitions 
being so planned that the patient’s general 
metabolism is not interfered with even to 
the extent of lessening bodily vigor, dim- 
inishing weight, or interfering with appe- 
tite. 

The mercury is usually given by intra- 
muscular injections, it being recognized that 
mouth administration is uncertain and not 
infrequently disturbs the gastrointestinal 
tract. The injections employed may be a 
soluble or an insoluble preparation. Soluble 
preparations are immediately more efficient, 
but require frequent repetitions, practically 
daily, with intervals of rest. The insoluble 
preparations may be given at intervals of 
six or seven days. In either case in spite 
of every precaution a single injection may 
occasion crippling pain which may last for 
several days. 

Of the soluble preparations probably the 
best is that made by adding 2 grammes 
each of biniodide of mercury and sodium 
iodide to 100 grammes of water; 1 Cc. of 
this mixture contains 0.02 gramme (1/3 
grain) of mercury biniodide. The use of 
these soluble salts would seem to be par- 
ticularly indicated when the patient is under 
immediate control and when the lesion for 
which treatment is indicated is so placed as 
to routinely call for the promptest possible 
cure. 

Of the insoluble preparations the one 
perhaps the most popular in this country is 
mercury salicylate, of which a 10-per-cent 
suspension is employed; 1 Cc. of this is 
the average dose. The salicylate contains 
59 per cent of mercury; therefore a single 
dose contains 0.059 gramme. The salicy- 
late possesses the advantage, or the dis- 
advantage, in whichever light it may be re- 
garded, of being slightly soluble. Gray oil 
is probably the most popular preparation 
abroad, containing as it does pure metallic 
mercury. Its preparation is subject to 
slight variations. Perhaps as useful as any 
is that consisting of 4 parts of metallic 
mercury, 4 parts of lanolin, and 2 parts of 
olive oil. This requires a special syringe 
and heating the preparation before it is em- 
ployed. The dose given is from 0.25 to 
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0.26 gramme, repeated on-e a week, and 
with an interval of rest after a series of 
injections. This premration seems to give 
less pain than s+ other, perhaps incident 
to the small buix employed. It has, how- 
ever, been responsible for many cases of 
pronounced salivation. 

It will be observed by all students of cur- 
rent literature that in so far as mercury is 
concerned its hypodermic intermuscular ad- 
ministration seems at the present day the 
one of choice. As a matter of fact it is 
probable that the majority of syphilitics— 
i. e., those who depend for their treatment 
on the wisdom of the general practitioner— 
are given mercury by the mouth quite in 
accordance with the teachings of twenty 
years ago. As a matter of some wonder- 
ment it may be noted that the administra- 
tion of mercury by inunction seems to have 
fallen into disuse. 

That this inunction treatment when em- 
ployed represents the safest, quickest and 
most efficient routine way of giving mer- 
cury can scarcely be doubted by those who 
have had wide experience in the various 
methods of administration and minds open 
to results and unbiased by the inconve- 
nience with which these results are obtained. 
In this relation Watraszewski’s communi- 
cation (Urologic and Cutaneous Review, 
April, 1913) is of special value. He holds 
that it is certain that if inunctions be made 
according to all rules no other mercurial 
treatment known, the injections included, 
can rival the inunctions as regards their 
relative innocuousness for the health and 
well-being of the patient during the treat- 
ment as well as afterward. He bases his 
opinion on thirty years of special practice, 
of which twenty-five have been passed at 
the head of the Hospital St. Lazare, the 
place par excellence for the treatment of 
syphilitic maladies. Even if a cure has been 
achieved mercurial impregnation persists 
for a comparatively long time, examination 
of the urine showing the presence of mer- 
cury for weeks or months after the time 
at which the patient has taken his last in- 
unction. 

One of the most important reasons which 
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seems to cause the balance to turn definite- 
ly in favor of inunctions would be the certi- 
fication which the Wassermann reaction se- 
cures for them. In the case of those 
patients treated by inunctions the Wasser- 
mann was negative in 85 per cent, or almost 
negative, while the results remained posi- 
tive in 15 per cent of the cases. In the case 
of those patients treated by injections the 
result appeared to be turned around the 
very Opposite, remaining positive in 85 per 
cent, indefinite in 10 per cent, and only be- 
ing negative in 5 per cent. As to the incon- 
veniences of inunctions Watraszewski holds 
that they are incident to defective adminis- 
tration. These are the important points of 
the treatment by inunction as practiced at 
the Hospital St. Lazare in Warsaw. 

If the buccal cavity is in good condition 
the cure can begin at once without any 
other preliminaries. The patient is given a 
bath of a temperature of 28° Réaumur 
(95° F.) containing a half-pound of bicar- 
bonate of soda, in order to render the skin 
more supple and thus more susceptible, to 
the absorption of the remedy, and takes 
his first inunction the same day. It is ap- 
plied either by the patient himself, in which 
case he uses the palms of his hands, or by 
some other person by means of a lentil- 
shaped pad provided with a handle. The 
regions of the body where the inunctions 
are applied change every day, and the or- 
der which is observed is as follows: First 
day, the internal surfaces of the two calves ; 
second day, the internal surfaces of the 
two thighs; third day, the lateral part of 
the thorax and the abdomen; fourth day, 
the back; fifth day, the internal surfaces of 
the two arms. 

If the patients apply the inunctions them- 
selves, they on the third day give them- 
selves the inunction on the lateral part of 
the thorax and the abdomen of the right 
side only, and on the fourth day in the 
same region of the left side. 

On the sixth day, and subsequently after 
each series of five inunctions, the patient is 
given a day of respite, during which he 
takes a bath and changes his linen, if he 
is not accustomed to changing it more often. 











The friction can be executed in two fash- 
ions: the quantity of the ointment destined 
to be used for the day itself is divided into 
small portions, of which each one is to be 
spread out on the surface of the entire re- 
gion to be anointed, and is then rubbed in 
by slow, prolonged movements, similar to 
those which one employs in giving massage 
—that is to say, movements possessing a 
certain force in order to cause the ointment 
to enter the skin, until all of the pomade 
has disappeared. Then one takes another 
portion of the ointment and proceeds in 
the same fashion until the pomade has dis- 
appeared. If the friction has been well 
executed there remains absolutely no trace 
of ointment upon the skin, and the latter 
takes on an ordinary color. 

The other means consist of making the 
ointment enter the skin by little short quick 
strokes given with the palms of the hand 
or with the pad upon the skin of the re- 
gions named. One continues to thus 
“beat” the skin as long as may be neces- 
sary to obtain the complete absorption of 
the ointment. When the inunction has been 
completed in one of these manners, which 
as a rule requires twenty to thirty minutes, 
the part which has thus been treated is 
dusted with talcum powder or with starch 
and the patient can go on about his occu- 
pation. He is, however, obliged to gargle 
frequently with astringent solutions (the 
solution of chlorate of potassium is not suf- 
ficient), and to bathe his gums with an 
astringent aromatic elixir, two or three 
times per day, after having brushed and 
cleaned his teeth by means of a brush with 
soap or with chalk at least twice a day. 

Formerly the so-called gray-mercurial, 
Neapolitan ointment was used almost ex- 
clusively for inunction. Inunction with 
this ointment was rather difficult to per- 
form, needing a comparatively long time, 
and left the patient with a flat, disagree- 
able odor, characteristic of this prepara- 
tion. 

These inconveniences scarcely exist at 
the present time, from the moment that the 
grease in the ointment is replaced first by 
resorbin, or with even better success by vas- 
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ogen. The inunction with mercurial oint- 
ment made with vasogen is more easily ab- 
sorbed, takes less time, and is free from 
disagreeable odor, and does not irritate the 
skin at all, excepting in those cases of mer- 
curial idiosyncrasy, in which naturally it is 
necessary to resort to some other method 
of treatment. 

The quantity of mercury in all these dif- 
ferent kinds of ointments remains always 
the same—that is to say, in the proportion 
of one part of mercury to two parts of 
neutral ointment. 

It is rational to commence by ordering 
two grammes of the salve for one inunc- 
tion, which in the majority of cases suf- 
fices perfectly to obtain the desired thera- 
peutic effect. If this dose is well tolerated 
by the patient, if his general condition, the 
condition of his gums and of his buccal cav- 
ity leave nothing to be desired, the dose 
after five or ten inunctions may be raised to 
two and one-half and then to three 
grammes, and it is very rarely that one is 
obliged to have recourse to still larger doses. 

It is impossible in advance to definitely 
state the exact number of inunctions nec- 
essary for the entire course; this depends 
upon the individuality of each particular 
case. Ordinarily thirty to forty frictions 
suffice to obtain the desired curative effect 
in the majority of cases of syphilis running 
a normal course. 

If the weight increases, which habitually 
takes place when the inunction treatment 
has been ordered at the opportune moment, 
or if it remains stationary, in both cases 
we can conclude that the treatment is prov- 
ing advantageous to the patient, and it may 
then be continued with advantage to him. 
On the contrary, the loss of weight should 
be considered a sign that the prescribed 
cure is being badly tolerated, and then it 
becomes necessary to search for the rea- 

son. Amongst other things it occurs that 
the drop in weight accompanies the first 
symptoms of a stomatitis which is just be- 
ginning, not to say a fully developed one. 
The reduction in weight is also frequently 
the forerunner of a whole series of symp- 
toms peculiar to too intense a mercurializa- 
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tion, such as anemia, insomnia, nervousness, 
malaise and exhaustion, gastric disturb- 
ances, etc. It follows as a matter of course 
that under these conditions it is necessary 
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to interrupt the treatment for a certain 
length of time, or to reduce the doses of 
mercurial ointment employed for the inunc- 
tions. 
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INTRATHORACIC INJECTIONS IN 
PHTHISIS. 

In the Rivista Medica (Vol. XX) V. 
D'Amico gives details of twenty-two cases 
in which he practiced the special method 
of treatment initiated by him. This method 
consists in injecting an iodized fluid through 
the intercostal spaces, with the object of 
bringing it into direct contact with the dis- 
eased focus in the lung, whether a cavity or 
area of tuberculous infiltration. As the 
twenty-two cases derived very distinct bene- 
fit from this procedure, bearing in mind also 
the fact that they were in more or less ad- 
vanced stages in which other methods of 
treatment give but little scope for encour- 
agement, D’Amico’s method seems certainly 
deserving of further trial. More especially 
is this the case since in none of the patients 
treated by him did any untoward result 
seem to follow the injections, which were 
well tolerated, nor did there seem to be any 
danger of hemorrhage even when the case 
was one of hemoptysis ; moreover, two cases 
were in children aged four and ten years 
respectively. Two solutions were used by 
D’Amico, either singly or alternately, but 
he seemed to have a decided preference for 
the first, which consists of iodoform 1 grm., 
camphor 2 grm., guaiacol 5 grm., essence of 
mint 30 drops, and olive oil 20 grm.; the 
other preparation used by him was Zambe- 
letti's iodized serum. The needle, prefer- 
ably of platino-iridium, should be of fine 
caliber and from 3 to 5 cm. long. In adults 
from 20 to 60 injections had to be given ac- 
cording to the extent of the disease, while 
in the two cases of children already men- 
tioned 10 sufficed; 1 Cc. was the usual 
amount injected, but as much as 4 to 6 Ce. 
was required in cavities. 

In choosing a spot for the puncture, while 


it is, of course, necessary to avoid the car- 
diac area and large vessels, the object is to 
slowly inject the solution directly into the 
affected part of the lung; the most favor- 
able area being that between the dorso- 
scapular and anterior axillary on the left 
and between the second and sixth ribs on 
both sides. The best point for reaching the 
apex was found to be the second intercostal 
space in the dorsoscapular region. Of the 
tuberculous nature of the reported cases 
there could be no doubt, and ‘in all of them 
there ensued after the injections gradual 
cessation of fever and cough, disappearance 
of Koch’s bacilli from the sputum and of 
the physical signs, and restoration to health ; 
while the treatment neither interfered with 
open-air exercise nor prevented the patients 
following their ordinary occupations. [The 
danger of embolism seems to be very 
great.—Ep.].—London Lancet, March 29, 
1913. 





PROTEIN MILK AS A CORRECTIVE OF 
DIGESTIVE DISTURBANCES. 

Witcox and HIxt in the American Jour- 
nal of Diseases of Children for April, 1913, 
report their results with this method of 
feeding. In regard to calories and weights 
they say that with the bulk of the food con- 
sisting of protein milk the calories received 
during the corrective stages were low, and 
pronounced gain in weight was not ex- 
pected. Such was the apparent influence of 
the protein milk on the assimilation of the 
other food added, however, that gains were 
noted in many cases where none was looked 
for. It is not to be expected that young 
children will gain in weight when taking 
less than 30 calories per kilo on, the usual 
milk diets, yet, as will be seen, many of the 
cases did so. In the later stages when pro- 
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tein milk had been replaced by plain milk, 
it occasionally happened that children 
previously gaining and digesting well lost 
weight, and had bad stools. These unto- 
ward conditions disappeared again on the 
replacing of the protein milk feedings. This 
furnishes a illustration of the 
stabilizing effect of a certain amount of 
protein milk in the daily diet. 

First Corrective Period—While on pro- 
tein milk alone 105 children received 50 or 
less calories per kilo; 100 received from 50 
to 75 calories per kilo; and 32 received 
from 75 to 100 calories per kilo. 

During this stage 118 gained weight or 
were stationary; 29 lost. Gain in weight 
was not expected while protein milk alone 
was given. Stationary weight or moderate 
initial loss was the rule, and was naturally 
so in consideration of the low calories taken. 
The striking fact is that 80 per cent of the 
children got through this first period with- 
out loss of weight, and in less than a week, 
with digestion much improved, were ready 
to assimilate a stronger food. 

Second Corrective Period.—While on 
protein milk and malt 18 babies received 
less than 50 calories per kilo, 54 received 
from 50 to 75 calories per kilo, and 47 re- 
ceived from 75 to 100 calories per kilo. 
That is, at the end of six days an increase 
of 33 per cent in the food given was pos- 
sible without any signs of indigestion. 

During this second stage of the corrective 
period, of 119 cases, 94 gained in weight or 
were stationary, and 25 lost weight. That 
is, at this stage of their treatment more than 
half the children previously stationary in 
weight and suffering from badly deranged 
digestions were taking a food closely ap- 
proximating their needs and doing well. 
From this point on the increase to skim- 
and later whole-milk mixtures was made 
rapidly, so that at the end of the second 
week of treatment the protein milk had 
been stopped and the children were doing 
well on plain milk mixtures. 


striking 


In no case was any untoward result no- 
ticed from combining protein milk and plain 
milk feedings. 

Concerning protein milk in combination 


with other foods the authors say that pro- 
tein milk was used with benefit in combina- 
tion with cane-, milk-, and malt-sugar, plain 
milk and breast milk. 

Malt is in most cases best, but certain 
children do not bear it so well as cane- or 
milk-sugar alone, or one of these in com- 
bination with smaller amounts of malt. As 
before stated, protein milk, with all sorts of 
milk formulas, was used successfully, and 
as soon as possible to avoid loss in weight. 

In twelve infants suffering from very 
severe nutritional disorders, after resorting 
to breast milk without improvement, protein 
milk alternating with breast milk feedings 
was tried. In all of these patients the 
stabilizing effect of the protein milk was 
immediately apparent, and the breast milk, 
previously poorly borne, was well assimi- 
lated. 

E. F., aged 2% months, weight 6 pounds 
3 ounces, was admitted for vomiting, diar- 
rhea, and failure to gain weight. She was 
the child of a thirteen-year-old girl, had had 
poor care and improper feeding since birth, 
and was in very poor condition. After a 
trial of five days on weak milk mixtures 
with no improvement and with loss of 
weight, she was put on protein milk. In 
two days the stools were improved and she 
had gained two ounces. With the addition 
of some plain milk thin, watery stools again 
appeared. Alternating feedings of protein 
milk and breast milk were given with im- 
provement in the stools, but no gain. Be- 
cause of this lack of gain, breast milk alone 
was given, but there was prompt evidence 
of indigestion and loss of weight. 

On protein milk alone this child had good 
stools but lost weight. With any other food 
alone she both lost weight and had signs of 
indigestion. Hoping to benefit from the 
stabilizing effect of protein milk on a diet of 
this preparation and breast milk, she was 
put on five feedings of breast milk and two 
of protein. The digestion remained good 
and there was a steady gain of 14 ounce a 
day for thirty days. At the end of this 
time she was put on a whole milk mixture 
and did well. 

Wilcox and Hill conclude that: 
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1. Protein milk is essentially a thera- 
peutic agent. It is not suitable for use as 
a continued diet. 

2. It is suitable for use at all ages, but 
better adapted to children over three 
months. 

3. It is indicated in gastric or intestinal 
indigestions, acute infections or chronic 
incapacities, fermentations or putrefactions. 

4. It is of the greatest therapeutic effi- 
ciency when made from skim-milk. 

5. It is best used without preliminary 
starvation or purgation. 

6. It may be used in combination with 
any plain milk mixture. 

7. Children may be abruptly changed 
from it to plain milk formulas without 
danger. 

8. It should be partially withdrawn with 
the first signs of digestive improvement. 

9. It should be replaced by suitable milk 
formulas as fast as the patient’s tolerance 
will admit. 

10. Fresh milk and breast milk, when 
taken badly alone, are often well borne, if 
combined with protein milk. 

11. Caloric values of the food may be 
more rapidly increased when some protein 
milk is given. 

12. Protein milk is especially indicated 
in acute intestinal infections. 

Preparation of Protein Milk.—Butter- 
milk: The buttermilk is made from a pas- 
teurized skim-milk containing 1.75 per cent 
fat. To one quart of this is added 1 ounce 
of buttermilk from some reliable dairy. 
This is allowed to stand for twelve hours 
at a temperature of 70° to 80° F., is thor- 
oughly beaten at intervals of two to three 
hours, and then placed on ice till used. 

Each day’s buttermilk is made from that 
of the preceding day, a smaller amount of 
stock being needed as time goes on. The 
amount of such stock used is determined by 
the degree of acidity desired. 

Junket: To 2 quarts of pasteurized skim- 
milk two junket tablets are added. After 
standing twenty minutes at 100° F., the 
precipitated casein is strained through 
gauze, washed in water, and forced several 
times through a fine sieve with a potato 
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masher. This process of sieving is facili- 
tated by adding buttermilk to the curd, and 
is continued until the curd has been thor- 
oughly broken into fine flakes. One quart 
buttermilk, 1 quart water, and 1 grain of 
saccharin to the quart are added to the curd 
and the whole thoroughly beaten to form a 
fine suspension. 

The only difficulty in the preparation lies 
in obtaining a fine, flocculent suspension of 
the curd, which depends chiefly on thor- 
ough sieving. Boiling the precipitated 
casein is of no benefit. 





HYOSCINE-MORPHINE ANESTHESIA 
FOR ALCOHOL INJECTION IN 
NEURALGIA. , 

Harris in the Lancet of March 29, 1913, 
describes his method of treating neuralgia. 

As a rule, he gives 4 grain of morphine 
with 1/150 grain of hyoscine hypodermi- 
cally into the arm twenty minutes before 
commencing the injection process. In this 
interval the patient should be made to lie 
down and keep perfectly quiet, and encour- 
aged to let sleep come if possible. Harris 
has used this method in a considerable 
number of cases during the last fifteen 
months, and has been impressed with the 
restfulness and apparent absence of all pain 
during the process. When the needle is 
approaching the foramen ovale the patient 
usually shows some symptoms of sensi- 
tiveness, though it is not until the nerve is 
actually struck that a tingling sensation is 
felt in the lower lip and tongue; when this 
occurs the stylet should be removed from 
the needle and a syringe filled with a 314- 
per-cent eucaine solution fitted on, and a 
few drops then slowly injected. If there is 
considerable resistance to the push of the 
piston the point of the needle may be within 
the nerve, but if no resistance is felt the 
point is certainly not in the nerve, and the 
needle should then be moved slightly in dif- 
ferent directions until it is again thought 
the foramen has been reached, when again 
a few drops of eucaine should be injected. 
If now there is resistance to the push of 
the piston the syringe should be changed 














for another filled with 90-per-cent alcohol, 
and after the lapse of half a minute a few 
drops of the spirit should be injected slowly 
into the same spot, great care having been 
taken to hold the needle quite steady. The 
patient will usually feel some burning sen- 
sation which may be reflected to the lip and 
tongue; but this is not always so, nor does 
the patient always complain of pain along 
the distribution of the nerve when the 
needle is first pushed into it, the only pain 
complained of sometimes being referred 
deeply at the site of puncture. That this is 
so Harris has proved a great many times 
by the resulting deep anesthesia after the 
injection of the third division at the fora- 
men ovale, and also of the infraorbital 
nerve, when no pain whatever along the 
distribution of either of these nerves has 
been produced, either by the puncture of the 
nerve, or by its subsequent injection with 
alcohol. This seems difficult to understand, 
and Harris asserts he should certainly not 
have believed it possible had he not proved 
it over and over again. It is a point of 
some importance, because when the injec- 
tion is being made and the nerve is being 
searched for without chloroform anesthesia, 
the operator may be put off making his 
injection because he has never been able to 
produce the characteristic pain along the 
distribution of the nerve when the point of 
his needle reaches it, and thus, although his 
needle may be correctly placed within the 
nerve, he may withdraw it and search else- 
where in the hope of producing this char- 
acteristic pain. In this way he is convinced 
that in several of his earlier cases he missed 
injecting the nerve when using no general 
anesthetic, though the injection was per- 
fectly successful and deep anesthesia was 
produced when done under chloroform. 
Aimost instantly, as soon as a few drops 
of alcohol have been injected into the nerve, 
sensation of touch and pin-prick becomes 
blunted on the lip, and slowly, two or three 
drops at a time, more spirit is injected until 
the anesthesia is complete and the pin-prick 
is not felt at all even as pressure. Usually 
1 to 1% Cc. is required to produce this 
effect. After each injection of a few drops 
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of the spirit the lip and chin should be tested 
for sensation with a pin, and this method of 
trial-injection and test-anesthesia is, Harris 
states he is perfectly convinced, the only 
satisfactory way of getting good results. 

For the injection of the second division 
in the sphenomaxillary fossa chloroform 
anesthesia should never be used, as in this 
case the needle can rarely be inserted into 
the foramen rotundum itself, and for this 
reason the nerve is much more difficult to 
puncture fairly and inject than is the third 
division at the foramen ovale. Moreover, 
considerable damage may be done in this 
region by the careless operator, and severe 
hematoma has been set up from puncture 
of the internal maxillary artery, or diplopia 
lasting for months from the injection dam- 
aging the ocular nerves at the sphenoidal 
fissure, though he has never himself had 
these results. As a rule the searching for 
this nerve is much less painful than is the 
corresponding process for the third divi- 
sion at the foramen ovale, and there is con- 
sequently less necessity for a _ general 
anesthetic. However, the extraordinary 
calming effect of the hyoscine and morphine 
is most valuable, and patients who are suf- 
fering severe spasms of pain, or who are 
very nervous, will keep quite quiet and 
peaceful during the whole process, and yet 
will be able to answer at once to the skin 
tests for anesthesia. As soon as the injec- 
tion has been completed, they will usually 
go to sleep quite readily for two or three 
hours, when, if necessary, they may be 
allowed to get up and go home. Injection 
of the supraorbital nerve also is an ex- 
tremely painful process if the nerve is 
punctured properly, and in the opinion of 
Harris it should never be done without the 
help of this method of anesthesia. 

Of ill effects of hyoscine and morphine 
he has seen none except in one case—that 
of a patient over seventy years of age, who, 
as he afterward learned, was known to be 
very susceptible to hypnotic and analgesic 
drugs. In her case, in which 1/3 grain of 
morphine was used with 1/150 grain of 
hyoscine, the respiration became tempor- 
arily slowed, with cyanosis, about one and 
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a half hours after the injection, though she 
soon recovered completely. Vomiting may 
occur also in some patients, but this ten- 
dency may be diminished by the addition of 
atropine, 1/75 grain to the preliminary 
injection. 

When using the hyoscine-morphine anes- 
thetic Harris prefers that the patient should 
be in bed, and the services of a nurse are 
advisable, both for getting ready sterilized 
towels, etc., and to stay with the patient 
for a couple of hours afterward. 





THE TOXEMIAS OF PREGNANCY. 


In the American Journal of Obstetrics 
for April, 1913, TuLEy writing on this sub- 
ject says that with the appearance of any 
of the symptoms of the preéclamptic stage, 
the patient should be put at once upon a 
strict milk diet. This is entirely feasible, in 
all cases. The treatment should be begun 
with calomel, no other drug offering the 
same advantages or results. It should be 
given in doses of one grain, repeated at 
hourly intervals for four or five doses. 
After elimination has been produced the 
calomel should be repeated occasionally in 
smaller doses. If the edema is at all 
marked, this should be followed by a saline, 
repeated until free watery catharsis is ob- 
tained. Daily examination of the urine 
should be made, and with improvement in 
this a more liberal diet can be allowed. Free 
use of water is quite essential. Should the 
symptoms grow progressively worse and 
eclampsia supervene, the treatment can be 
considered under the following heads: 

1. The treatment of the patient while in 
convulsions. 

2. Elimination. 

3. Evacuation of the contents of the 
uterus in the quickest manner possible con- 
sistent with maintaining the integrity of the 
soft parts of the mother. 

4. The after-care of the patient. 

The means at hand for the control of the 
convulsions are chloroform inhalations, 
veratrum viride, chloral hydrate, and mor- 
phine. 

It has been conclusively proved that 
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chloroform causes changes in the liver 
identical with those found in eclampsia and 
pernicious vomiting. Ewing and Bevan 
have shown this by animal experimentation. 
It is also apt to more seriously damage 
already crippled kidneys. One instinctively 
turns to chloroform for the purpose of con- 
trolling the convulsions, but with this 
knowledge it should be used most cautiously 
and carefully, if at all. 

Veratrum viride is an agent of which 
much has been written, for and against. 
If given in selected cases, in the plethoric 
patient with a full, bounding, rapid pulse, it 
may be an agent of much benefit. It should 
be given hypodermically in an initial dose 
of 20 minims, and this repeated at hourly or 
half-hourly intervals of 10 minims at a dose 
until the pulse has been reduced in fre- 
quency, from 120 or more to 50 or 60. 

Chloral hydrate is a valuable remedy, and 
can be administered and absorbed, per rec- 
tum, before catharsis is obtained. It should 
be given in much larger dose than is gener- 
ally advocated, an initial dose, by this route, 
of not less than 30 grains, repeated in an 
hour in a 15-grain dose. This can be com- 
bined with the bromides with favorable 
results. 

Much has been said about the use of 
morphine to control the convulsions, and it 
has many advocates. The routine treat- 
ment of this condition at the Rotunda Hos- 
pital of Dublin, almost to the exclusion of 
other remedies, is to give heroic doses of 
morphine. Half a grain is given hypoder- 
mically, and repeated if necessary, in 1%4- 
grain doses every two hours, up to a total 
of 2 grains in twenty-four hours (Journal 
of Obstetrics and Gynecology of British 
Empire, February, 1906). Under this 
treatment it is claimed a mortality of only 
16.9 per cent is had. In the light of the 
pathological changes in the kidneys as a 
result of pregnancy, and in spite of these 
statistics, Tuley believes the use of mor- 
phine to be fraught with great danger, and 
it should be used with extreme caution, At- 
tempts should be made at once to obtain 
elimination. To this end an initial dose of 


calomel, of 2 to 4 grains, should be given 














dry, on the tongue, followed, as soon as the 
patient can swallow, by Epsom salts in a 
saturated solution. This should be repeated 
at half-hourly or hourly intervals until free 
watery catharsis is obtained. If swallowing 
is prevented by the state of unconscious- 
ness, advantage should be taken of the 
smallness of the dose necessary by giving a 
few drops of croton oil upon the tongue in 
a medicine dropper and repeated in half an 
hour or an hour for its effect. If the un- 
consciousness continues between convul- 
sions, excellent results may sometimes be 
had in securing elimination by enveloping 
the patient in hot packs repeated at frequent 
intervals until free perspiration is obtained. 
Pilocarpine, in Tuley’s judgment, is a 
dangerous remedy as it has too great a 
tendency to produce a fatal pulmonary 
edema, which is one of the complications 
most to be feared. Whipping up the kidney 
is a measure to be used with great caution, 
hence diuretics are not to be considered at 
this stage. 

Venesection can be used in certain cases 
with decided benefit. In one of his cases 16 
ounces of blood was removed with excellent 
results. If the blood-pressure is increased 
it can be lessened most effectually by vene- 
section. Potocki advocates bloodletting of 
600 to 1000 Cc. even in the preéclamptic 
condition, claiming for it more uniformly 
good results than by any other single 
method. 

If the convulsions are frequent and 
severe, it must be borne in mind that it is 
to protect the patient’s 
tongue from being bitten during the seiz- 
ures. Tuley has seen quite severe lacera- 
tions of this organ by neglect of this 
measure. 

Accouchement forcé in his judgment is 
indicated in many cases in the preéclamptic 
condition, and in every case of eclampsia. 
It should be performed as quickly as is con- 
sistent with the integrity of the soft parts of 
the mother. It is one of the clearest indica- 
tions in the treatment, the only considera- 
tion being the choice of method. If the 
convulsions are very frequent, consciousness 
returning promptly, the slower methods of 


very necessary 
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induction of premature labor, as by the use 
of the bougie inserted between the mem- 
branes and uterine wall, Barnes’s bags or 
Champetier de Ribes’s bag, or the injection 
of glycerin between the membranes and the 
uterine wall, may be employed. The use of 
the Champetier de Ribes bag will probably 
yield the best results. Rapid dilatation by 
the Bossi dilator is not advisable because of 
damage done to the cervix. 

If the convulsions are so frequent and 
severe as to make it necessary to deliver 
promptly, the method advocated by Dr. 
Philander A. Harris of New Jersey will 
give the best results. The patient is anes- 
thetized and under strict aseptic precau- 
tions the cervix is gradually dilated, first 
by the introduction of one finger in the os, 
then one by one the remaining fingers are 
inserted, until the cervix yields entirely. If 
the eclamptic attack occurs before the 
cervix has softened enough to permit the 
introduction of one finger, the deep cervical 
incisions of Duhrrsen can be employed and 
the delivery then easily accomplished. 

Duhrrsen writes as follows in regard to 
his operation (Surgery, Gynecology and 
Obstetrics, March, 1906): “In all cases in 
which faulty dilatation has to do only with 
the portio vaginalis, and where a real danger 
is present for the mother or the child, it is 
the author’s opinion that it is at the present 
day the duty of the obstetrician who is 
skilful and antiseptic to dilate the cervix 
completely by means of from two to six 
deep incisions reaching to the sides of the 
vagina and to deliver the child. By means 
of this method we can conduct labor even 
with a completely closed cervix and even 
(i.e., in severe eclampsia) in the last weeks 
of pregnancy.” 

During the Harris method of dilatation 
uterine contractions are generally stimu- 
lated, and if a vertex presentation is en- 
countered, they may be sufficient to cause 
engagement of the head, in which event 
forceps can be applied. 

If engagement of the head has not taken 
place a choice must be made between podalic 
version and high forceps, and Tuley un- 
hesitatingly recommends a podalic. version 
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in preference to the high forceps operation. 
The latter is an operation which is safe in 
the hands of only the most expert. It is 
most difficult to perform and is done at 
great risk both to mother and child. When 
done the axis traction forceps should be 
used. The steps of a version need not be 
considered here. It should be remembered, 
however, that the prognosis for the life of 
the child born of an eclamptic mother is 
very grave at best; added to this the addi- 
tional risk of a breech presentation, the 
prognosis is much worse, and these facts 
should be carefully presented to the hus- 
band or some member of the family before 
it is performed. 

During the third stage of the labor much 
good will result from allowing the escape 
of considerable blood before maintaining a 
firm contraction of the uterus. 





THE INTERNAL SECRETIONS IN RELA- 
TION TO DERMATOLOGY. 

Morris, in the British Medical Journal 
of May 17, 1913, says the indications are 
not wanting that the rdle of the thyroid in 
coloration is of a regular character. Ar- 
buthnot Lane has described the pronounced 
pigmentation met with in cases of alimen- 
tary toxemia, beginning in the eyelids and 
thence spreading gradually over the face. 
The neck becomes first brown and then al- 
most chocolate-colored. The skin of the 
abdomen, the thighs, the axille, and that 
covering the spinous processes of the verte- 
bre grows progressively darker, and on 
these surfaces areas of a still darker stain- 
ing may develop. This observer also calls 
attention to the changes the thyoid under- 
goes in cases of intestinal toxemia. In one 
case, in which the patient had for eight 
years suffered from an enlarged thyroid, it 
was obvious a few days after resection of 
the large intestine that the gland was di- 
‘minishing in size, and by the time she left 
the hospital it was but little larger than 
usual. The case does not stand alone, for 
he had noticed the complete disappearance 
of symptoms of thyroid excess in other pa- 
tients after operation for intestinal stasis. 
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Such cases suggest that the thyroid may 
hypertrophy in its effort to antagonize the 
intestinal toxins to which in these cases 
the abnormal pigmentation is probably due. 
Possibly it is in this way that the effect of 
thyroid medication in improving the com- 
plexion is to be explained. 

So powerful an agent as thyroid extract 
must obviously be used with great caution, 
and its effects closely watched. As a rule 
Morris begins with a 214-grain tablet, to be 
taken at bedtime, and after a few days dou- 
bles the dose; then, if the remedy be well 
borne, a tablet of the same strength is taken, 
in addition, after breakfast, and another 
after dinner; and so gradually a maximum 
of 10 grains per diem is attained. For in- 
fants, Morris begins with 1% grain a day, in- 
creased to ™% grain, and occasionally to 1 
grain. Experience is proving that small 
doses are as efficacious as the larger doses 
formerly given, and it is obviously desir- 
able to run no avoidable risk of evoking 
symptoms of thyroidism, such as rapid 
pulse, nausea, headache, lumbar pain, rest- 
lessness.. On the appearance of such symp- 
toms the treatment must be at once sus- 
pended or the dosage diminished. 

In cases treated with thyroid in which 
arsenic would be used, as in psoriasis, Mor- 
ris usually employs the two agents together, 
and has found the combination answer ad- 
mirably. He is glad to find himself in 
agreement on this point with Ewald and 
with Gauthier. 

That the skin and its appendages are sub- 
ject to the influence of other ductless glands 
than the thyroid might have been antici- 
pated from the interaction that has been 
proved to exist between these bodies, as 
well as between them and certain organs of 
external secretion—the testes and the 
ovaries, for example—which also form in- 
ternal secretions. As the result of this in- 
teraction there may be simultaneous func- 
tional disturbances in several organs of 
internal secretion, and thus may arise the 
clinical picture which has been designated 
pluriglandular or polyglandular insuff- 


ciency. In seeking for the causes of cu- 
taneous affections the dermatologist must 











be prepared to take account of the pituitary 
body. The thyroid is so often and so 
greatly affected in acromegaly, and the pi- 
tuitary in myxedema and after experi- 
mental thyroidectomy, as to suggest not 
merely a complementary relation between 
these glands when either is the subject of 
disease, but even some measure of normal 
interaction—a suggestion which finds sup- 
port in their histological resemblances. 
Harvey Cushing, in considering the rela- 
tions between the pituitary and the thyroid, 
points out that definite alterations in the 
thyroid have been reported by many ob- 
servers in animals from which the hy- 
pophysis had been experimentally removed, 
and that in 24 acromegalies Furnival found 
only five thyroids that were normal, while 
Schoneman, in 85 cases of goitre, observed 
marked alterations of the pituitary in 84. 
In acromegaly there is increase in the size 
of the hair follicles and of the papille, and, 
as the result of enlargement and abnormal 
activity of the secretory glands, the skin be- 
comes moist and greasy. There is also 
hyperplasia of the connective tissue of the 
subcutis, which may involve the muscles, 
and while the process of hyperpituitarism 
is active there is an unusual degree of hy- 
pertrichosis, strikingly exemplified in one 
of Cushing’s illustrated cases. The transi- 
tion from hyperpituitarism to hypophyseal 
insufficiency is attended by a very slow but 
unmistabable retrogression of the cutaneous 
symptoms. Just as the condition of the skin 
in Graves’s disease is the exact reverse of 
that in myxedema, so in primary hypo- 
pituitarism the cutaneous changes are the 
opposite of those in acromegaly. Cushing 
found that in all of his patients affected 
with primary hypopituitarism, except the 
older ones, the skin was “smooth, transpar- 
ent, and notably free from moisture.” In 
some it had an infantile smoothness, such as 
might suggest a subcutaneous edema, though 
there was no pitting on pressure. 

In connection with the pituitary Morris 
refers to the rapid growth of the long bones 
which often follows typhoid and many 
other infections in young adolescents, and 
which comes under the notice of the derma- 
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tologist, because of the patellar and other 
strie produced by the tension to which the 
skin is subjected. In one of his own cases 
—that of a girl of fifteen, who had had scar- 
let fever—there were linear streaks on the 
thighs, abdomen, and breast, suggesting a 
general skeletal overgrowth. Jean Chanal 
has suggested that the skeletal overdevelop- 
ment is due to bacillary stimulation of the 
epiphyses, but Morris agrees with Cushing 
that it is more likely to be the result of a 
functional hyperactivity of the pituitary, 
which sets free in unusual quantity the 
hormones that stimulate growth. 

In view of the relation subsisting between 
the thymus gland and the sexual system, it 
is possible that to irregularity in the func- 
tioning of this gland may be due some affec- 
tions of the skin that occur especially in 
childhood and adolescence. There is now 
reason for believing that the thymus con- 
tinues to functionate regularly until puberty, 
and it has been found that in castrated ani- 
mals the gland does not at puberty undergo 
hypoplasia. Although its secretion has not 
heen definitely isolated, there is much to be 
said for the view that the thymus furnishes 
a secretion which is of service to the econ- 
omy while the reproductive organs are un- 
dergoing development. Some cases of acne, 
therefore, may possibly be due to insuff- 
ciency or excess of its secretion. Similarly 
there appears to be some connection, as 
Sabourand has suggested, between large and 
active sebaceous glands and overactivity of 
the testicle; this may account for the fre- 
quency of seborrhea in virile and hairy men 
and its rarity in women, who, when the sub- 
jects of it, are generally of the masculine 
type. It is significant that acne in women 
often coincides with the menstrual period. 

Neither thymus nor pituitary nor supra- 
renal preparations have yet been exten- 
sively used in dermatology. But Morris 
has employed thymus gland extract with 
advantage in acne associated with enlarged 
thyroid and rapid heart, and has had en- 
couraging results from pituitary gland ex- 
tract, and also from suprarenal extract, in 
persistent urticaria and angioneurotic ede- 
ma, conditions in which Ravitch and other 
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French authors report improvement under 
thyroid treatment. Morris has also found 
benefit to follow the use of suprarenal ex- 
tract in lupus erythematosus, possibly ow- 
ing to its influence upon the vasomotor cen- 
ters. This condition is amenable to physico- 
therapeutic methods—to radium and car- 
bonic acid snow; but it is not a merely local 
affection, and when the lesions disappear 
under local treatment there is always the 
possibility of recurrence to be reckoned 
with. It is desirable, therefore, that further 
trial be given to any agent which holds out 
the promise of beneficially affecting the 
constitutional condition. 





OBSERVATIONS WITH THE PHYLA- 
COGENS IN GENERAL PRACTICE. 

Concluding an article on this subject in 
the Medical Herald for April, 1913, 
SNYDER’S conclusions from this series of 
cases, and other cases which he has not here 
reported, are as follows: For all cases of 
chronic or subacute rheumatism following 
or continuous with an attack of the true 
acute articular rheumatism, we have in this 
remedy practically a specific and can gener- 
ally depend upon from 60 to 80 Ce. to be 
sufficient to produce an end result. 





SCOPOLAMINE-MORPHINE-ATROPINE. 


The British Medical Journal of March 
22, 1918, quotes Morcom as presenting a 
communication on the use of a mixture of 
these compounds in inhalation anesthesia. 
The dose should be: MHyoscine hydro- 
bromide 1/120 grain, morphine tartrate 
1/16 grain, and atropine sulphate 1/100 
grain. The mixture should be given three- 
quarters of an hour before operation. 
When this is done the patient, in the ma- 
jority of cases, becomes drowsy and falls 
into quiet sleep, so that the anesthetic may 
be given without waking him. Thus he is 
spared the nerve-racking preliminaries of 
the operation. Less anesthetic is required 
when this injection is given, and after the 
operation the patient continues to sleep for 
some hours and wakes without any feeling 
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of discomfort. Postanesthetic vomiting, 
after this preliminary injection, is almost 
non-existent, or at the worst reduced to 
about 6 per cent. It had been said that it 
was difficult to obtain proper relaxation of 
the abdominal muscles when this injection 
was given, but in Mr. Morcom’s experience 
this only applies when the upper half of the 
abdomen is being operated upon, and does 
not apply to operations below the level of 
the umbilicus. 

Mr. Lionel E. G. Norbury followed Mr. 
Morcom with a paper on the same com- 
pounds given as a general anesthetic. His 
experience had been limited to six cases, 
but these had been sufficient to show that 
the mixture had great possibilities, espe- 
cially for patients suffering from diabetes, 
phthisis, severe bronchitis, sepsis, and severe 
cardiac or arterial disease. The dose should 
be: Morphine tartrate, 1/6 grain; hyoscine 
hydrobromide, 1/75 grain; atropine sul- 
phate, 1/150 grain. This was administered 
two hours before operation, and was usually 
sufficient, but if not, a further injection of 
morphine tartrate 14 grain was given fifteen 
minutes before operation. It appeared to 
be safer to do this than to give another 
injection of the mixture, which in some 
cases, however, was allowable. In three of 
the cases local infiltration of the skin with 
one-per-cent solution of novocaine was em- 
ployed in addition. In one case it was 
necessary to give a little gas for the pre- 
liminary incision to be made, whilst the 
subsequent operative proceedings were car- 
ried out in comfort. There was no shock 
or pain after the operation, and the patients 
slept for some hours afterward; in one case 
four hours after the operation the respira- 
tions dropped to eight per minute, and were 
“Cheyne-Stokes” in character, but the pa- 
tient readily responded to a hypodermic 
injection of strychnine. Relaxation of the 
muscles was not easily obtained with the 
mixture alone. The injection appeared to 


be of most value in amputations on diabetic 
patients, since there was no shock and no 
danger of “acidosis” and coma. 

Opinion is still divided as to the value of 
scopolamine in conjunction with a general - 











anesthetic. The dislike of it by some sur- 
geons seems to be based on the rigidity 
which it causes, and in certain instances a 
longer time is required to produce relaxa- 
tion. A mixture of 1/6 grain omnopon, 
1/100 grain scopolamine, and 1/100 grain 
atropine is now used. The use of scopo- 
lamine certainly does not detract from the 
surgeon’s and the anesthetist’s difficulties, 
but the patient is often grateful for its use. 

Dr. W. W. H. Tate did not consider that 
scopolamine impeded the surgeon’s work, 
but sisters and patients were agreed that a 
much better period was spent after the 
operation in cases in which it had been 
used. 

Dr. Powell remarked that 
nurses were of opinion that when scopola- 
mine had been given it was more difficult to 
know whether the patient was in danger 
some hours after the ‘operation. 

Dr. W. J. McCardie did not see the need 
for adding atropine to the mixture. The 
morphine, of course, damps down the 
respiration, and makes matters easier for 
the surgeon. After these alkaloids are used 
there seems to be more oozing. When 
using ether he gives a fairly large dose of 
alkaloids. 

Dr. Wilson remarked on the excessive 
thirst of young patients who had _ had 
morphine before the general anesthetic. 


Llewellyn 


THE ANESTHESIA OF NITROUS OXIDE 
AND ETHER WITH OXYGEN. 

The Australian Medical Journal of April 
), 1913, contains an article by EMBLEy, well 
‘known for work along these lines. He says 
the low mortality-rate which the anesthesia 
of nitrous oxide maintained for many years 
in short operations has, at intervals, led to 
the introduction of methods designed for 
its employment in prolonged operations. 
Hewitt did a considerable amount of clinical 
research with nitrous oxide and oxygen. 
He concluded that its use was limited to 
short operations. Gardner, Flux, Hilliard, 
McCardie, Coxon, Paterson, and others 
have introduced methods for more or less 
prolonged use in operations, but none have 
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met with general approval. The disabil- 
ities which he found common to all of these 
methods that he has had the opportunity of 
trying were: the difficulty of maintaining 
adequate anesthesia, the failure to attain 
complete muscular relaxation, the extrava- 
gant use of the gas, and the cumbersome 
apparatus required. 

Crile, however, has created a great re- 
vival in its use for long operations, and his 
methods have been attended by greater suc- 
cess than those of Hewitt. Hewitt, how- 
ever, confined his efforts to the use of ni- 
trous oxide and oxygen only, whereas 
Crile’s method is one of mixed narcosis— 
the well-known gas and ether sequence, to 
which has been added the morphine, scopo- 
lamine, and atropine injection in order to 
permit nitrous oxide to be used instead of 
ether during a more or less great portion of 
the administration. The oxygen is intro- 
duced to avoid anoxemia. Crile advocated 
nitrous oxide as the best anesthetic to com- 
bat surgical shock. 

In this method none of the disabilities ap- 
plying to nitrous oxide and oxygen obtain, 
except the cumbersome gas cylinders. Its 
adoption is extending in America, and its 
value is undergoing trial in England by 
Page and others. Time will soon disclose 
the mortality-rate and enable a comparison 
to be made with that of ether. With proper 
technique and the simplest apparatus there 
should be no difference. 

Embley did some investigation in Pro- 
fessor Osborne’s laboratory two and three 
years ago into the occurrence of shock in 
nitrous oxide, some details of which were 
given in his address at the last Australian 
Medical Congress. He was unable to con- 
firm Crile’s contention that nitrous oxide 
was the best anesthetic to combat surgical 
shock. Syncope certainly never occurred 
(because the CO, tension is raised by ad- 
ministering nitrous oxide in the closed 
method), but shock was accentuated, as was 
indicated by frequent vasoconstrictor re- 
flexes. This occurrence of vasomotor re- 
flexes was of a constancy unknown in the 
anesthesia of ether and was more frequent 
than in that of chloroform, in which, how- 
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ever, the reflex is frequently vasodilator. 
The resulting shock in nitrous oxide anes- 
thesia is not. fully revealed until after the 
administration has ceased and the CO, ten- 
sion in the blood has fallen to normal. 

The anesthesia of nitrous oxide, the mor- 
phine combination, and ether has quite a 
different status. The high resistance to 
vasomotor reflexes afforded by both ether 
and morphine is well recognized. Shock 
should be no greater from prolonged opera- 
tions done under the mixed anesthesia than 
that under morphine and ether only. The 
diminished liability to syncope is the same 
as that under nitrous oxide. 

As regards after-effects. In the recovery 
from the anesthesia of chloroform or ether 
the patient’s lot is always unhappy, and the 
more of the anesthetic used the more severe 
and protracted is the unhappiness. By this 
nitrous-oxide-ether method the unhappiness 
is always greatly lessened, the degree of 
diminution being almost proportional to the 
amount of ether used. This makes the aim 
of the anesthetist to be that of prolonging 
the period of nitrous oxide and oxygen ad- 
ministration and delaying to supplement 
with ether as long as possible. In some in- 
stances it is possible to continue the nitrous 
oxide anesthesia throughout without sup- 
plementing with ether. Too much zeal, 
however, should not be exercised in this di- 
rection, since, for the reasons given, the 
light narcosis of nitrous oxide impedes the 
surgeon and increases shock. 

Statistics available indicate that the pul- 

.monary and bronchial after-effects are no 
more than those from chloroform. 

The manner of using the Teter apparatus 
is the same as that for the ordinary gas and 
ether sequence. A hypodermic injection of 
morphine, scopolamine and atropine is given 
three-quarters of an hour before com- 
mencing. The bag should be empty of air 
before the gas is turned on, and the admin- 
istration of gas conducted with the expira- 
tion valve open. When eight to ten breaths 
of gas have been taken, the expiration valve 
is closed, the gas turned off and the ether 
turned on. The ether index is advanced, 

and the induction completed in the ordinary 
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way. Spurts of oxygen are let into the bag 
when signs of anoxemia begin to appear. 
When the induction is complete the bag 
should be emptied to allow the accumulated 
CO, to partly escape and to admit fresh 
nitrous oxide. This is effected by opening 
the expiration valve and then closing it 
when the bag is empty and recharging. 
This method of intermittent to-and-fro 
breathing is preferable to the continuously 
open expiration method. It maintains bet- 
ter breathing and blood-pressure. The bag 
should be emptied and replenished about 
every two minutes, or as the increasing 
vigor of respiration indicates. When sur- 
gical anesthesia has been induced the ether 
is turned off and nitrous oxide alone used 
to maintain it. If the anesthesia becomes 
too shallow, which invariably happens 
sooner or later, the ether is turned on and 
the index rapidly turned to full, and so 
continued till surgical anesthesia is_re- 
stored. This may be necessary two or 
three times during the earlier part of the 
operation, but is rarely required later. 
There is no necessity to overtax the breath- 
ing if the bag be regularly emptied as al- 
ready explained, and if anoxemia be pre- 
vented by the judicious admission of oxy- 
gen to the bag. 

Instead of the intermittent use of ether to 
restore surgical anesthesia after a period 
of nitrous oxide alone, the ether need not 
be turned off, but mixed in sufficient 
amount with nitrous oxide to maintain 
surgical anesthesia throughout and discon- 
tinued later in the progress of the opera- 
tion, when it will be possible to maintain 
surgical anesthesia with the nitrous oxide 
alone. 

Except in cases of advanced cardiovascu- 
lar degeneration, and of defective lung 
ventilation, this method is suitable to all 
operations. It may be used to substitute 
ether with advantage in cases of bronchitis, 
phthisis, nephritis and diabetes, and for 
brief operations in the exhausted. Embley 
has used it several times with satisfaction 
in the diabetic. As with all methods of 


anesthetizing which involve rebreathing, it 
is necessary to remember that sighing res- 














piration indicates overtax of the mechanism. 
It is due to the heaping up of CO, when 
the expiration valve has not been opened 
frequently enough. Slow, deep breathing 
is invariably due to too much morphine. 
Embley therefore reaches these conclusions : 

This method of anesthetization appears 
to be as safe as that of ether and much safer 
than that of chloroform. 

Syncope is practically impossible and the 
progress of shock is delayed by the mor- 
phine combination and ether employed. Ni- 
trous oxide alone does not appear to Embley 
to assist in this respect. 

The advantages which the method con- 
fers above those of ether alone are the 
elimination of a great deal of postanesthetic 
wretchedness and the constancy of efficient 
blood oxygenation. These advantages 
amply compensate the anesthetist for the 
additional trouble and slight additional ex- 
pense, and they earn the gratitude of pa- 
tient and nurses. 


ECLAMPSIA AND ITS TREATMENT. 


Rep writing in the Journal-Lancet of 
May 15, 1913, asserts that whenever the 
practitioner becomes aware of the existence 
of any of the evidences of toxemia, such as 
vomiting, nausea, or the so-called pre- 
eclamptic signs—headache, pain in the 
stomach, albuminous urine, blurred vision, 
and high blood-pressure—he should first 
adopt the prophylactic treatment, milk 
diet, nervine, and tonics, as required by 
the conditions of the case; slow delivery, if 
there is time and the child in the viable 
period—otherwise a venesection may first 
be tried, abstracting from 600 to 1000 Cc. 
lf the preéclamptic symptoms are not ur- 
gent yet unmistakably point to coming se- 
rious conditions, a smaller quantity of blood 
may be withdrawn, say 300 Cc., and, ac- 
cording to Potocki, immediate relief follows 
the abstraction of blood in these cases. At 
least no harm can come from this measure 
when resorted to before delivery, and it is 
very important from a moral point of view 
to do all in our power to carry the preg- 
nancy along until the eighth month. 
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If, after all these measures have been 
tried, the patient is still in danger, the 
uterus should be emptied, slowly if there is 
time, rapidly by vaginal Czsarian section 
if the case is urgent. Lichenstein inveighs 
against too great a hurry in emptying the 
uterus, as fully 20 per cent of the cases 
occur postpartum, and he claims that the 
only advantage is to allow an abstraction cf 
blood from the uterus, and to this fact alone 
he attributes the large percentage of recov- 
eries following delivery. 

If eclampsia occur after delivery, as it 
does in 20 per cent of all cases, then a free 
venesection, with or without salt infusion, 
should be done, and from 600 to 1000 Cc. 
of blood abstracted. 

The use of morphine and chloroform 
would seem to be contraindicated; and the 
hot-air bath, to cause free perspiration, is 
neither scientific nor useful, as it tends to 
lessen the fluidity of the blood and thus to 
aggravate the disease. 

The value of free venesection no one can 
doubt who has once resorted to it. The 
change which comes over the recently mori- 
bund and struggling patient is truly mar- 
velous to behold; the face assumes a natural 
expression ; the eyes, fixed and meaningless, 
become mobile and intelligent; the spasms 
cease; the respirations become regular and 
easy; and the patient sinks into a calm 
sleep. 

Zweifel recently reported a series of 71 
cases treated by venesection, in 57 of which 
convulsions ceased immediately. He quotes 
St. Blaise, who cites 14 cases without a 
death by this method. Chirie reports one 
death in a series of 25 cases by the same 
method. Englemann, in 190%, reported a 
case in which 175 convulsions occurred in 
all, but the patient recovered after vene- 
section had been done for the third time, 
and when all hopes for recovery were given 
up. 

Favorable reports of this method are 
coming recently from different parts of this 
country. Williams says: “I have person- 
ally bled, with most excellent results, a 
number of patients who were thin and weak. 
This experiment would seem to show that 
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venesection is indicated in all cases in which 
delivery of the child is not followed by a 


cessation of convulsions, no matter what_ 


the condition of the pulse.” F. J. Plondke, 
of St. Paul, reported a series of three des- 
perate cases treated by venesection and in- 
fusion of salt solution, with recovery ‘in 
each case. Doubtless such reports could be 
duplicated from many other points if a full 
report could be obtained, and the writer 
confidently looks forward to the adoption 
of this method of treatment by all prac- 
titioners in the near future. He does not 
mean to say for a‘moment that other thera- 
peutic measures should be discarded, but 
they should be used intelligently in a com- 
bined method with venesection according 
to the exigencies of the case. 

Reid suggests that in severe and obstinate 
cases after one venesection shall have been 
tried without success, and all other means 
having also been tried, an opening be made 
in one of the pelvic or uterine veins and 
blood abstracted therefrom. This would 
mean a major operation and should be un- 
dertaken only by a competent surgeon, the 
object being to draw the blood from the 
fountain and origin of the trouble at close 
range by getting near the uterine vessels; 
and the writer predicts that the surgeon 
who first evolves a safe method of doing 
this operation will have accomplished the 
last step in the treatment of eclampsia. 





SALVARSAN AND EPILEPTIFORM CON- 
VULSIONS. 

Last year there was an important dis- 
cussion in the Berlin Dermatological Society 
on a paper by Dr. Fritz Lesser entitled 
“Epileptiform Convulsions following the 
Administration of Salvarsan.” A number 
of instructive points were raised by various 
speakers with regard to the complications, 
and in some instances the fatal results, fol- 
lowing salvarsan, and the general trend of 
the discussion was critical. In his con- 
cluding remarks Lesser said that he had col- 
lected 18 cases of epileptiform convulsions, 
which he had divided into two groups: 
twelve in which the attacks occurred from 
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three to five days after the intravenous in- 
jections, and 6 in which the attacks were 
observed nine weeks or more after the in- 
jection. He has since reported that the 
cases in which acute attacks had followed 
salvarsan have doubled in number, and ex- 
pressed the opinion that they are more com- 
mon than was thought. Some cases of this 
kind must pass unrecognized. 

In those instances in which the attacks 
occurred suddenly three to five days after 
the intravenous injection, and were similar 
in character, they could only be referred to 
a single toxic agent. He pointed out, too, 
that of the 18 cases mentioned in his paper 
recovery occurred in two only. Necropsies 
revealed mostly a leptomeningitis, less com- 
monly of a hemorrhagic nature. This may 
be compared with the experimental results 
of Marschalko, who observed meningeal 
hemorrhages after injection of salvarsan in 
animals. Nor did F. Lesser accept the 
Herxheimer reaction as an explanation of 
the convulsions. The fact that in half his 
cases the attacks only occurred after the 
second intravenous injection was greatly 
against such an explanation. How to 
avoid complications was, he considered, dif- 
ficult to decide. If small doses were in- 
jected nervous symptoms might occur, and 
if the doses were too large epileptiform con- 
vulsions might result. Nor could he accept 
Ehrlich’s view that in cases :presenting ma- 
laise, headache, and so forth, small doses 
only of salvarsan should be, injected, as 
such symptoms indicated the presence of 
spirochete in the brain. Lesser had shown, 
on the other hand, that epileptiform con- 
vulsions had occurred in patients who had 
not presented any such symptoms before 
the injection. 

In conclusion he pointed out that it was 
necessary not to be hasty in employing sal- 
varsan. A complication or accident follow- 
ing the exhibition of salvarsan in the pri- 
mary and early stages of syphilis might be 
justified by the fact that an attempt at a 
therapia sterilisans magna had been made. 
He insisted on the value of salvarsan when 
used in such circumstances, but it was quite 
another matter to employ the drug in other 














stages merely because the Wassermann re- 
action happened to be positive-—British 
Medical Journal, April 26, 1913. 





RELAPSE IN MALARIAL INFECTIONS. 


JAMES writing in the Journal of Infec- 
tious Diseases for May, 1913, concludes a 
long and important article as follows: 

If the hypothesis be accepted that the 
asexual cycle alone is the cause of relapse, 
and under certain conditions takes on a rel- 
ative immunity against quinine, an explana- 
tion is offered of all the factors concerned 
in the etiology of relapse, and he knows of 
no other hypothesis which will explain sat- 
isfactorily the correlation between these 
factors and the data which to this time have 
been collected about relapse. He sum- 
marizes these factors, which were given 
early in this paper, in relation to the asexual 
cycle as follows: 

1. Relapse is one of the most common 
factors in malarial infection; and certainly 
the asexual cycle is that phase of the ma- 
larial parasites found most frequently as- 
sociated with the primary infection and re- 
lapse, and with one relapse and the succeed- 
ing one. 

2. Relapse follows frequently the so- 
called spontaneous cure of malaria, because 
the asexual cycle in such an instance often 
persists, in numbers that can be detected by 
the “thick film” method, or slightly below 
this limit, in the intervals of apyrexia. 

3. Infections treated insufficiently with 
small doses of quinine will in all probability 
relapse, because the parasites of the asexual 
cycle in the spleen and marrow are very 
slightly, if at all, affected thereby. 

4. Relapse is less likely to occur when 
the infection is promptly and vigorously 
treated, because the older the asexual cycle, 
the more resistant to quinine it becomes, as 
shown by numerous clinical observations. 

5. When a relapse occurs, with mani- 
festation of parasites in the peripheral 
blood, during the administration of quinine 
by mouth in sufficient doses, faulty absorp- 
tion of the drug is sure to exist, and the 
method of medication should be changed. 
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6. The asexual generation does not have 
an unlimited potential of vitality. That is 
why, if death does not supervene in the 
course of a malarial infection, the infection 
itself will in time die out, but often not until 
it has done irreparable damage. 

%. It is easier to eradicate an infection 
in persons in good health, because in these. 
the natural protective forces of the body 
aid the action of quinine. 

The hypothesis also concurs with the two 
factors in the life-cycle of the parasites, 
which are intimately connected with the 
etiology of relapse: because (a) quinine 
given by the mouth very often does not 
eradicate the asexual cycle in the marrow 
and spleen, and the residual parasites be- 
come immune; and (b) the longer the 
asexual cycle persists, the easier it acquires 
immunity against the drug. 

The practical importance of the hy- 
pothesis lies in the value it has as a guide 
to treatment of malaria. Small doses of 
quinine, even in the mildest infections, serve 
only to render the asexual cycle relatively 
immune, so that larger doses, which if they 
had been given early in the attack might 
have eradicated the parasites, are later with- 
out effect. 

They have found this to be true by clin- 
ical experience in the Ancon Hospital. In 
the treatment of malaria in the American 
employees, it was observed by Dr. Deeks 
that when the liquid preparation of quinine 
sulphate which was used was given in 
doses of 20 grains per day by mouth, while 
acute attacks were often controlled, recur- 
rent cases in large numbers followed at very 
short intervals later, and in the treatment 
of these larger doses were necessary. A 
routine treatment of 20 grains on diagnosis, 
and 10 grains three times a day later, for at 
least ten days, was then established, and 
this they have used for several years. This 
noticeably diminished the number of recur- 
rent cases (they could determine relapses 
positively in individual cases only under a 
few conditions, such as recurrence while 
in hospital) among the Americans, but not 
sufficiently among the more poorly nour- 
ished European laborers. Dr. Deeks then 








instituted a treatment of 45 grains per day, 
in doses of 15 grains each. This method 
has practically eradicated recurrent malaria 
among the Americans, and to a large extent 
among the European laborers. These latter, 
however, treat mild infections themselves 
with small doses of quinine, and so produce 
a relatively quinine immune asexual cycle 
that is more difficult to eradicate. They 
are, moreover, heavily infected with syphi- 
lis, a condition which, as noted, tends to les- 
sen the efficacy of the usual treatment until 
the syphilis is under control. 





ANGINA PECTORIS. 


In the Clinical Journal of May 21, 1913, 
Saunppy tells us that the preventive treat- 
ment of angina consists in the avoidance 
of all those things that weaken the heart, 
and when it is weak, to use cardiac tonics, 
good food, and a hygienic mode of life. 

The prevention of attacks when the lia- 
bility to them exists lies in avoidance of 
sudden exertion, excitement, overloading 
the stomach, alcohol, tobacco, tea, coffee 
and cocoa, animal purins, and chilling of the 
surface of the body, especially by exposure 
to cold winds. 

The drugs that are of most service are 
digitalis or Nativelle’s digitalin or gr. 
1/300 of Merck’s strophanthin three times 
a day. 

During the attacks trinitrin in 2-minim 
doses dissolved in water is better than 
chocolate tablets or nitrite of amyl. Two 
or three doses of trinitrin can be carried 
in the waistcoat pocket in separate small 
bottles. Its action is more prompt in solu- 
tion, and its effect is more lasting than 
amyl nitrite. Erythrol gr. 1% and mannitol 
gr. 1 have proved useful in certain cases, 
but Saundby gives the preference to those 
first named. 

Where the patient is obese the diet should 
not only exclude purins, but be chlorine- 
free, no common salt being used in cooking 
or at table, and salt-free bread should be 
prescribed. 

For syphilitic aortitis, biniodide of mer- 
cury gr. 1/12 and iodide of potassium 5 to 
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10 grains are still the best treatment. Stad- 
ler says that salvarsan has been often fol- 
lowed by fatal results, and he thinks that 
these cases should be treated in hospital 
or in a nursing home. 

Inhalations of oxygen have been some- 
times found to give relief, but the gas 
should be warmed by passing it through 
hot water. 





THE TREATMENT OF PUERPERAL 
ECLAMPSIA. 

The British Medical Journal of April 26, 
1913, contains an article by Gibbons on this 
topic. He enumerates some of the many 
remedies suggested in this affection, and 
then indicates what seems to be the most 
satisfactory means of treatment. Anes- 
thetics, morphine, chloral, veratrum viride, 
adrenalin, thyroidin, parathyroidin, hirudin, 
nitroglycerin, to act on the peripheral sys- 
tem; erythrotetranitrate, calcium chloride, 
potassium chloride, serum treatment, re- 
moval of colostrum, hot packs and hot-air 
bath, oxygen, the injection of air or oxygen 
and potassium iodide into the mamme, lum- 
bar anesthesia. 

As the treatment should be eliminative, 
based on the knowledge of a toxemia, our 
object is to get rid of the poison as quickly 
as possible, or dilute it. A good dose of 
magnesium sulphate or some other saline 
may be given at once, or some prefer croton 
or castor oil, so that rapid aperient action 
may be secured. If there are reasons 
against rapidly emptying the uterus, one of 
the best means of diminishing the poison is 
to bleed freely and to use saline injection, 
or transfusion directly into the circulation 
by a vein. Bleeding is one of the oldest 
remedies, and in former days very free 
bleeding was practiced. Ramsbotham used 
to take “from 40 to 60 ounces and even 
more in the course of a very few hours.” 
Of course, each patient will not stand the 
same amount of loss, but about 500 Cc. may 
be withdrawn at first, or an amount until 
the pulse becomes affected or the patient 
turns pale. There is no better means of 


diluting the poison than by these two simple 
methods, for if no transfusion apparatus is 











at hand, continuous proctoclysis can be kept 
up by a small catheter in the rectum with 
normal saline solution. 

Theoretically, hot packs and_ hot-air 
baths, by drawing off perspiration, and tend- 
ing to increase the thickness of the blood, 
ought to be harmful, but practically they 
seem to do good in some cases. Little has 
had great success with the use of hot-air 
baths. 

Doderlein and Leopold advised against 
sweating, but if the patient can drink plenty 
of fluid, and if the saline solution be flow- 
ing freely into the intestine, rectum, or vein, 
then dilution of the poison is taking place 
and no harm can come of it. One must, 
however, remember that such treatment is 
of no avail if the patient is already edema- 
tous, and if the kidneys are not acting at 
all. 

Some prefer to give at once a large dose 
of morphine or chloral hydrate. If the 
patient is very restless Gibbons prefers 
chloral. Of course, if there is high blood- 
pressure the morphine reduces it, for it is 
a powerful vasodilator, but, if possible, it 
is better to do without it, because it un- 
doubtedly adds risk to the child, and it is 
not without danger to the mother, with kid- 
neys insufficiently acting. If the tension is 
high, veratrum viride will certainly lower 
it, and has long enjoyed a reputation in this 
affection. If the uterus has been emptied, 
and the convulsions continue, with high ten- 
sion of the pulse, this drug is well worth 
trying, but it must be used with care, for it 
is very powerful. 

The patient may be kept soothed by some 
anesthetic; and although chloroform is cer- 
tainly more convenient, yet if it is to be 
administered for a considerable time, it 
must be remembered that chloroform 
poisoning produces changes in the liver 
which are practically the same as those 
caused by the disease. Ether may be sub- 
stituted for it, for Mr. Bellamy Gardner 
asserts that it does not attack and disin- 
tegrate the cells of the liver as does chloro- 
form. For the actual convulsions, the in- 
halation of oxygen may be used when the 
surface of the skin becomes dusky. 
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According to Zweifel, between 1887 and 
1892, when chloroform and sweating but no 
venesection were employed, the mortality 
amounted to 32 per cent. In the years 1892 
to 1895, when operation was done without 
chloroform and morphine and _ without 
sweating, the mortality sank to 15 per cent. 
He advised against sweating, because it 
thickens the blood, and is in favor of arti- 
ficial dilution of the blood, the excess of 
acid in the blood to be combated by the 
administration of vegetable acids. 

Lichtenstein recommends venesection, 
usually withdrawing 500 Cc., and states that 
his recoveries amounted to about 24.5 per 
cent. 

There 
which deserve to be mentioned, because in 
the hands of some they seem to have been 
efficacious. One is the therapeutic employ- 
ment of normal serum from pregnant wo- 
men, as carried out by Mayer (Tubingen), 
and the other is the use of large doses of 
thyroid gland. Gibbons does not attempt 
to mention nearly all the many remedies 
which have been suggested, but anything 
which is likely to act as a direct antidote to 
the poison is worthy of consideration, and 
thus may act in this manner. Nicholson 
considers that thyroid extract is the ideal 
vasodilator in cases of eclampsia, but that 
it is necessary to use large doses; 30 or 
40 grains are given at first, and a second 
dose of 20 or 30 grains in six or eight hours 
if there should be no improvement. He 
considers that the noteworthy points in re- 
lation to this treatment are the unusually 
early reéstablishment of the renal functions 
and the rapid and complete disappearance 
of symptoms. He believes that normally 
thyroid secretion is the opposing influence 
which safeguards renal circulation from a 
dangerous overaction of the internal secre- 
tion of the suprarenals, which acts as a 
constrictor of the arteries and capillaries. 
Englemann has injected hirudin (leech ex- 
tract) intravenously with the object of in- 
hibiting the coagulation of the blood and 
preventing thrombosis, and recently Licht 
has published cases of intramammary in- 
jections of air. 


are two methods of treatment 
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According to Gibbons, the best results 
will come to those who regard this, in the 
light of our present knowledge, as a poison 
in the blood acting on the nerve centers; 
and as our treatment of all poisons is by an 
antidote when the poison is known, and by 
elimination, and, failing this, dilution when 
the poison is unknown, so the simplest way 
of regarding a patient suffering from puer- 
peral eclampsia is as one suddenly poisoned, 
and treat her accordingly. Therefore, any- 
thing which will, in any degree whatever, 
strengthen the defensive forces of the body, 
will do good. His belief is that venesection, 
combined with the endeavor to eliminate 
the poison, and dilution with saline transfu- 
sion will be of most service. 

There are many cases in which no treat- 
ment is of any avail, and which are mor- 
tally ill from the moment of the first con- 
vulsion. There are others, again, which 
are not so seriously affected, although this 
can never be known at first, and therefore 
they are the ones which may recover under 
any treatment whatever, and are the cases 
in which one is apt to have an exaggerated 
idea of the importance of any special’ line 
of treatment if it happens to be successful. 

If the temperature be steadily rising, the 
patient comatose, with a rapid pulse, tend- 
ing to be more frequent and thready, a tepid 
bath may be given if this be possible. The 
patient may be put into a warm bath, which 
is gradually cooled down to 80° F. or lower, 
and allowed to remain in for twenty min- 
utes. This doubtless acts in the same way 
as it does in serious cases of typhoid fever 
or acute rheumatism. Gibbons thinks from 
the foregoing it may be concluded: 

First, that in spite of all the labor which 
has been spent upon investigation, we know 
of nothing which definitely gives rise to 
the disease, although everything seems to 
point to poison circulating in the blood as 
being the cause. 

Secondly, that without any doubt recent 
statistics show that the best treatment is 
that of rapidly emptying the uterus—by 
whatever means this may be most safely 
accomplished—after the first few convul- 
sions; that is to say, without indefinite de- 
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lay. The woman and the child are thereby 
given the best chance of life, and, as already 
stated, the maternal mortality has been 
lowered in the hands of some to under 5 
per cent. 

Thirdly, that the greater the delay in 
carrying out this treatment after the onset 
of the first convulsion, the greater will be 
the danger. 





THE MEDICAL AND SURGICAL TREAT- 
MENT OF PUERPERAL ECLAMPSIA. 
In the American Journal of Obstetrics 

for June, 1913, ZINKE makes the assertion 

that the treatment of puerperal eclampsia 4s 
comparatively simple. He divides the pro- 
phylactic treatment of eclampsia into: 

(a) Prophylaxis, which consists of the 
intelligent management of the pregnant 
state, which is indicated in every case of 
pregnancy before the appearance of any 
symptoms. This implies that all emunc- 
tories of the body must be kept in the best 
possible condition. There must be invari- 
ably a clean skin, regular intestinal evacu- 
ations, and especial care given the functions 
of the liver and kidneys; careful observa- 
tion of the patient’s surroundings, of her 
diet, dress; of daily judicious exercise in 
the open air; of sufficient rest and sleep. 

(b) Prophylaxis after the appearance of 
symptoms. In the presence of a well- 
marked edema, anemia, hydremia, with or 
without albumin in the urine, severe and 
oft-recurring headaches, dimness or diff- 
culty of vision, dizziness, tinnitus aurium, 
general indisposition, restlessness, insomnia, 
or irritability of temper, a definite and per- 
sistent plan of treatment must be adopted 
for the relief of any or all of these symp- 
toms. If the symptoms are mild, the strict 
observance of the ordinary rules of the 
hygiene of pregnancy may suffice in many 
cases. If, notwithstanding the strict ob- 
servance of the well-established rules for 
the management of a normal pregnancy, or 
in cases in which no rules were observed, 
prodromal symptoms should become mani- 
fest, then a more vigorous plan of treat- 
ment is indicated. The following course is 
indorsed by the best authorities: 








Milk diet should be strict and absolute 
from the start. Milk diet leaves no resi- 
due in the intestinal tract. Water may be 
given ad libitum. As the patient’s condi- 
tion improves, broths with tapioca, sago, 
rice, and toast may be added to the diet. 

Catharsis must be prompt, free, and reg- 
ular every day. The means to obtain this 
must necessarily vary according to the habit 
and general health of the patient. Winckel’s 
pill of aloes and colocynth, with or without 
calomel, taken at bedtime and followed by 
a saline draught in the morning, is an ex- 
cellent combination. In cases of severe 
constipation, calomel or compound jalap 
(singly or combined) may be given at night 
in full doses, to be followed in the morn- 
ing by one of the stronger sulphate waters 
(viz., Rubinat). Excessive catharsis should 
at all times be avoided. When the liver is 
involved, calomel combined with bicarbon- 
ate of soda is perhaps the best agent to 
evacuate the bowels. In the presence of 
well-marked prodromal symptoms or an 
impending attack of convulsions, 5 grains 
of calomel combined with 10 or 15 grains 
of compound jalap powder may be admin- 
istered. Chronic constipation is a frequent 
and annoying complication. Much will de- 
pend upon the physician’s skill in combating 
this condition. To overcome the constipa- 
tion, Edgar advisés a tablet composed of 
calomel, digitalis, and squill, of each 1 
grain, and muriate of pilocarpine 1/20 
grain, to be taken at bedtime and followed 
the next morning by a full dose of Villa- 
cabra water. 

Hot baths daily for a few days in some 
cases, and two or three times a week in 
other cases, are the best agents for render- 
ing the skin clean and active; and when 
these are accompanied by large draughts 
of hot water, light tea, or milk, the activity 
of the kidneys is very favorably influenced. 
The hot pack or hot-air bath may be sub- 
stituted for the hot-water bath in the ab- 
sence of a bath-tub. It must not be for- 
gotten that these measures may cause 
abortion or precipitate labor, but either 
event may be desirable. Immediately after 
the hot bath or hot pack, the action of the 
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skin may be increased by gentle massage 
and be maintained by the wearing of woolen 
underwear. 

Fresh air and abundance of fresh water, 
gentle exercise, calisthenics and massage are 
conducive to the rapid elimination of effete 
matter. If the condition of the patient pre- 
cludes outdoor exercise, the best substitute 
is free ventilation of the room, moderate 
exercise with calisthenics, and massage. 

Dress must be suitable to the season and 
climate and should be arranged to permit 
perfect freedom of respiration and motion. 
Woolen underwear should be insisted upon, 
especially in cold weather, and it will 
greatly benefit the patient if light woolens 
are worn during warm weather. Sleep and 
rest in bed are absolutely essential if the 
patient is weak and the extremities edema- 
tous. Sleep is most effectually induced by 
small and, if necessary, oft-repeated doses 
of chloral hydrate per os or per rectum. 
From 5 to 10 grains well diluted may be 
given by mouth every half-hour or every 
hour until sleep is induced. If the stom- 
ach is irritable double or treble the above 
amount may as often be thrown into the 
rectum. In moderate doses this drug may 
be administered daily throughout a long 
period without deleterious effect on mother 
or child. If there is anemia or hydremia, 
a suitable iron preparation may be em- 
ployed. 

The Curative Treatment of Eclampsia. 
—In the beginning of his paper Zinke 
speaks of three distinct varieties of puer- 
peral eclampsia. They have been termed 
the malignant variety, which does not yield 
to any treatment; the benign variety, in 
which recovery may take place spontane- 
ously ; the variety of mean gravity, in which 
both course and cure are favorably influ- 
enced by careful and judicious treatment. 

To control or abbreviate the convulsions, 
hypodermic injections of veratrum viride, 
15 minims (or twenty-five drops), and 
sometimes in connection with it the admin- 
istration of large doses of chloral per 
rectum, have been favorite remedies with 
Zinke during the last ten years. 

Recently, bleeding has been reintroduced 
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and is regarded favorably by some of our 
best authors. Fordyce Barker’s indication 
for bleeding, “When the attack occurs be- 
fore labor, if the pulse be strong and hard 
with fulness of the vascular system, and 
when the appearance of the face indicates 
vascular congestion, bleed at once,” as a 
guide for bleeding is as true to-day as ever 
before. Copious bleeding is always con- 
traindicated. 

Chloroform by inhalation during the at- 
tack is questionable practice. Some prac- 
titioners have discarded it altogether, as its 
prolonged use may induce fatty degener- 
ation of the heart or impairment of the 
function of the kidney and liver (Kalten- 
bach, Duhrssen, Runge, and others). Bal- 
lin reports nine postoperative cases of 
acute yellow atrophy following chloroform 
narcosis. 

The administration of large doses of 
morphine, consisting of 1 to 114 grains, 
to be repeated if the convulsions recur, as 
recommended by Dr. Clark of Oswego, 
N. Y., and Professors Veit and Strogan- 
off, is to be deprecated. Zinke’s own ex- 
perience with this drug does not correspond 
with the results obtained by these writers. 
Morphine in large doses prolongs the post- 
eclamptic stupor, and “increases the tend- 
ency to death during coma by its interfer- 
ence with the eliminative process,’ and 
because of this many obstetricians, includ- 
ing Zinke, have discarded it. 

Chloral hydrate is more in favor abroad, 
especially in France and Germany, than in 
this country. When given to control con- 
vulsions, it has always been a disappoint- 
‘ment. From 20 to 40 grains may be intro- 
duced into the rectum at intervals of from 
one to two hours. Even more than 180 
grains has been given during twenty-four 
hours without ill effect. Chloral, like vera- 
trum viride, lessens arterial tension, and 
when suspended in mucilage is best toler- 
ated in the bowel. Veit within one month 
and with good results gave to a young 
primipara 120 grammes (1800 grains) of 
chloral hydrate. 

The use of normal saline solution, in 
moderate quantity under the skin and copi- 
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ously per rectum, is a splendid aid in con- 
junction with other means. Fischer’s solu- 
tion (1.4 per cent chloride of sodium and 
2 per cent of crystallized carbonate of 
sodium), intravenously or per rectum, is 
very valuable. 

The value of the extracts of the thyroid 
and parathyroid glands for the treatment 
of eclampsia, as recommended by Nichol- 
son and indorsed by Bacon of Chicago, 
Davis of Philadelphia, and others, awaits 
further demonstration. Nicholson claims 
they destroy the metabolic and other 
poisons, and that they are efficient diuretics 
and nutritive stimulants. 

The withdrawal of cerebrospinal fluid by 
lumbar puncture (Helme and Koenig) for 
the relief of intracranial pressure is a haz- 
ardous and doubtful procedure. 

Oxygen inhalation is of value during and 
between convulsions because of the danger 
of asphyxiation from impeded respiration. 
It stimulates the weakened heart, and is an 
excellent remedy for slow breathing result- 
ing from prolonged anesthesia. 

In 1908, as recommended by Baker, For- 
dyce Barker, Reamy and Jewett, Zinke be- 
gan to use freely the tincture of veratrum 
viride, and since has gradually formulated 
the following definite plan of treatment for 
eclampsia. Whenever the condition of the 
patient and her environment permit, it is 
carried out in the order mentioned: 

1. If the patient has, or has had, con- 
vulsive seizures, twenty-five drops or fif- 
teen minims (1 Cc.) of Norwood’s tincture 
of veratrum viride (especially prepared 
and kept for this purpose) are given hypo- 
dermically, and this dosage is repeated 
every hour until the pulse is reduced to 60 
per minute or less. If within an hour the 
pulse should fall from 150 to 100 per min- 
ute, only ten drops of the veratrum are to 
be injected in the succeeding dose, no mat- 
ter whether this be the second, third,. or 
fourth hypodermic dose. More than twe 
or three full doses are rarely necessary to 
bring the pulse to 60. Veratrum viride thus 
administered is the most valuable remedy 
in the treatment of eclampsia. 

2. A copious enema of soap-water serves 
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to wash out the large intestine. The catheter 
is employed to empty the bladder, the urine 
is measured to learn the secretory power of 
the kidneys, and then the urine is exam- 
ined. As soon as the patient is able to 
swallow, a tablespoonful of Epsom salts, or 
some other saline cathartic, is administered 
per mouth. Stronger cathartics are only 
given when the saline proves ineffectual. 
(By this time, if the patient is not in a 
hospital, she should, if possible, be taken to 
one. ) 

3. Whether the patient is in a hospital or 
not, immediately after the above treatment 
has been administered she is given a hot 
bath or hot pack, preferably the former. 
Neither the bath nor pack exceeds a half- 
hour in duration. The patient is then 
rubbed dry and placed in a warm, dry bed. 
The bath or pack is given not oftener than 
twice in one day. Ordinarily, but one bath 
or pack is necessary in the twenty-four 
hours. 


4. The only food permitted is milk or 
Water or Fischer’s solution 
may be freely administered. The latter may 


broth, or both. 


be given per rectum or, if the case be an 
urgent one, intravenously. 

5. Chloral per os or rectum is given if 
the patient is very restless. Of late Zinke 
has discarded the use of chloroform and 
morphine; ether or gas-ether is the anes- 
thetic if operative measures must be em- 
ployed. 

6. If the patient is at the end of the first 
stage of labor, and then only if the symp- 
toms are grave, forceps may be employed 
to terminate labor. If the first stage is not 
complete or if labor has not begun and the 
patient has improved under the treatment 
above mentioned, the case is then left to 
nature until the first stage of labor is com- 
pleted, when forceps may be applied. 

7. In cases of anemia, or asthenia from 
any cause, the normal saline solution or 
l‘ischer’s solution is given, per rectum or 
intravenously. 

With very little variation this has been 
Zinke’s plan of treatment for the last ten 
years, during which time thirty cases of 


eclampsia were observed. Four mothers, 
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13.3 per cent, died. Fifteen, or 50 per cent, 
of the children were lost. 

The still high maternal mortality, 13.3 
per_cent, and fetal mortality, 50 per cent, 
in his last thirty cases, is due to the fact 
that two of the mothers were moribund 
when first seen by Zinke; one remained in 
profound coma after the first, another after 
the eleventh convulsion. The third died of 
shock and hemorrhage following an ac- 
couchment forcé performed by the doctor 
in charge of the case. The fourth died 
soon after the eleventh convulsion and a 
comparatively easy vaginal hysterotomy 
performed without an anestheic. 

It is not claimed that the above mode of 
procedure will be invariably successful, but 
Zinke’s experience impels him to believe, he 
asserts, that in those cases in which it fails 
very little could have been expected from 
surgical intervention. Certainly in the 
presence of any condition (maternal or 
fetal) which makes the birth of the child 
per via naturales hazardous or impossible, 
abdominal or vaginal Czsarian section or 
deep cervical incisions, each depending 
upon the period of gestation and other cir- 
cumstances, are justifiable operations. But 
in view of the evidence presented it can but ° 
prove a serious error to maintain that an 
immediate interruption of gestation or ter- 
mination of labor, by any surgical method 
in vogue, is the treatment par excellence 
in eclampsia. The good results obtained 
from strictly medical care in these cases 
far exceed the results accruing from all the 
surgical means proposed for relief from 
this disease. 





THE FAVORABLE INFLUENCE OF 
PERIODS OF PROTEIN-FREE DIET 
IN CHRONIC NEPHRITIS. 

GOooDALL, in the Boston Medical and Sur- 
gical Journal of May 22, 19138, asserts that 
a protein-free diet for a continuous period 
of from five to ten days can be maintained 
without harm to the individual. 

With such a restriction the accumulated 
end products of protein metabolism in the 
blood are promptly eliminated, the nitrogen 
content of the blood falls to normal, and 
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the kidneys and heart are given an oppor- 
tunity to rest. 

Such a restriction may be followed by a 
low protein diet for a considerable period of 
time, even in advanced cases, without a 
return of the disagreeable symptoms. 

The following procedure, which was car- 
ried out in the cases reported, is advised as 
the dietary treatment of chronic diseases in 
which there is a retention of nitrogenous 
end products: 

A protein-free diet should be given for a 
period of from five to ten days, according 
to the severity of the disease. 

At the end of this period amounts of 
protein not exceeding 60 grammes daily 
should be added and maintained until (a) 
the resulting improvement of the patient 
will permit of a further protein increase 
(up to 90 or 100 grammes as a maximum), 
or until (b) the signs and symptoms indi- 
cate that there is a reaccumulation of waste 
products. In the latter event the protein- 
free diet should be repeated. This same 
procedure may be employed at intervals of 
not less than six or eight weeks, or a single 
protein-free diet may be given as often as 
once in seven days, without injurious 
effects. ; 

As a caution it is to be advised that the 
diet be given under supervision, or con- 
trolled by the urinary nitrogen. 

Further investigations are to be under- 
taken in order to study more thoroughly the 
influence of the extreme diet upon the 
nitrogen of the blood, the possible better 
tolerance of vegetable protein, and also the 
influence of salt restriction and medication 
in conjunction with the diet. 





THE USE OF PITUITRIN IN SURGICAL 
SHOCK. 

HILL, in the Boston Medical and Surgical 
Journal of May 15, 1913, says that the 
symptoms of postoperative shock are sim- 
ilar to those following injury, and consist 
of: (1) Marked pallor and coldness of 
exposed mucous membrane with some slight 
evidence of cyanosis; (2) small, irregular, 
and rapid pulse; (3) a characteristic 
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apathetic appearance of the patient. The 
length of time of operation has a distinct 
bearing; the more prolonged the operation 
the more likely shock symptoms will de- 
velop, and is, according to some writers, 
more frequent after operation upon the 
viscera in the upper half of the abdomen. 
The essential factor, as Crile has shown, is 
the exhaustion of the vasomotor centers, 
resulting in the blood collecting in the 
splanchnic area, and a resultant fall in gen- 
eral blood-pressure. The heart is affected 
secondly by the change in blood-pressure, 
the lower pressure causing a venous stasis 
affecting the large venous trunks and 
thereby interfering with its action. In 
studying the treatment of this condition it 
became evident that.any drug that would 
cause a rise in blood-pressure that would 
be sustained for some time after operation 
would eliminate to a great extent the 
danger of shock symptoms developing. Hill 
did considerable clinical experimental work 
with pituitrin, and the effect noted upon 
the blood-pressure of patients to whom 
this product was given before leaving the 
operating-room was marked. He asserts 
that: 

1. All patients before leaving the oper- 
ating-room shall receive pituitrin, 15 min- 
ims, hypodermically. 

2. After patient is returned to bed and 
only after recovery from anesthesia, the 
following rules must be followed unless 
otherwise ordered: 

1. Fowler position—15 inches elevation 
head of bed. 

2. Enteroclysis. Use glass nozzle with 
two or more openings in same. 

3. Hypodermics of pituitrin, 15 minims 
every three hours for four doses. 

4. Ice-caps to abdomen. 

5. Sips of hot water and hot tea shall be 
given. No cracked ice or cold water for 
first twelve hours. 

6. Hypodermics of morphine grain 1/6, 
and physostigmine grain 1/75, for pain or 
restlessness, to be repeated in three hours 
if necessary. 

%. If necessary to take blood-pressure, 
and same is below normal, continue pitui- 
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trin and add hypodermics of camphorated 
oil, 2 grains, every three hours. 
pressure is high discontinue pituitrin. 

8. Catheterize (if necessary) only every 
eight hours. 

9. Liquids, consisting of water, coffee, 
tea, orange juice, meat juice, broths, may 
be given before first bowel movement, after 
which milk and soft diet may be allowed. 

10. The bowels should be moved (unless 
contraindicated) on third day by castor oil, 
1 ounce, followed, if necessary, by milk and 
molasses enema. After operation on per- 
ineum or bowel cases, no enemas or 
cathartics should be given unless ordered. 

11. After operation on round and broad 
ligaments, patients should not be allowed 
to turn on side until ordered to do so; but 
pillows may be placed under each side at 
different times. - All other cases may be 
turned, and change of position often is ad- 
visable. 

12. After operation on perineum, patient’s 
limbs should be kept in close apposition 
and the parts irrigated with boracic solu- 
tion after each urination. The patient must 
be instructed not to separate limbs. 

During the past two and one-half years, 
and embracing about eight hundred ab- 
dominal operations where pituitrin has been 
used, Hill has not had in any instance a 
symptom of shock develop, except in two 
or three cases a condition simulating 
“heart” exhaustion was noted. Whether or 
not this apparent exhaustion was due to 
overstimulation is a question. Many other 
factors may have been responsible. These 
symptoms were only transient, the patient 
responding to stimulation after the admin- 
istration of pituitrin was discontinued, and 
in each instance the patient made an un- 
eventful recovery. 

To again quote from Crile: “Surgical 
shock then is mainly due to a vasomotor 
impairment or breakdown. The cardiac 
and the respiratory factors may be consid- 
ered of importance. However, the main 
effect is on the vasomotor mechanism. If 
the foregoing be true it will be seen how 
much more important is prevention than 
treatment. Prevention of shock may best 
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be accomplished by taking into account all 


If blood- . the known physiologic functions of every 


tissue and organ of the body in a way that 
would suggest itself to every practical sur- 
geon. While the cause may be local, the 
treatment must be general.” 

Another point Hill wishes to mention is 
the very happy result noted by several in- 
vestigators as well as himself—the elimina- 
tion of gas from the alimentary tract. It 
would appear that pituitrin has a very 
marked effect upon the muscular coat of 
the intestine, causing an increase of peri- 
stalsis and facilitating the passage of gas. 

‘Birdwell (Clinical Journal, September, 
1911), in an attempt to solve the problem 
of overcoming the temporary paralysis due 
to exposure of the intestines following 
laparotomies, tried the injection of pituitary 
extract in a series of twenty uncomplicated 
cases. He found the results very gratify- 
ing, the drug having a very marked effect 
upon the muscular coat of the intestines. 
None of the patients so treated complained 
of flatulence, and the early passage of flatus 
in each case was a marked feature as a rule. 
Doses of 0.5 to 1 Cc. were injected intra- 
muscularly for one to three days, or until 
results were obtained. 





SOME POINTS IN THE CAUSATION 
AND TREATMENT OF GASTRIC 
HYPERACIDITY. 

ForTESCUE-BRICKDALE in the Clinical 
Journal of May 7, 1913, takes up a few 
points in the treatment of hyperchlorhydria, 
which naturally divides itself into two 
headings—diet and drugs. 

There can be no doubt that severe cases 
require a milk diet, modified with egg-al- 
bumen and cream, which can be gradually 
increased by the addition of predigested 
carbohydrates until a mixed: diet is toler- 
ated. Many of these cases, according to 
modern views, are really cases of ulcer or 
some other organic lesion, and the treat- 
ment therefore will only be permanently 
successful when the cause of the hyper- 
chlorhydria has been discovered and re- 
moved. ° 
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In less severe cases the question arises 


as to whether or not proteins or starches ° 


should be excluded from the diet. It has 
been shown by Meyer that in a healthy man 
with a high gastric acidity neither milk 
diet, meat diet, nor vegetable diet influenced 
the total acidity in the least. On the other 
hand, various observers have reported 
cases showing that the subjective symptom 
of pain can be influenced by the exclusion 
of one of the proximate principles of diet. 
No doubt in some cases the results have 
been due to the restrictions in the quantity 
of the food taken, and in others to the sub- 
stitution of a more bland for a more irri- 
tating form of food apart from the chemi- 
cal composition. Sorenson and Metzger 
devised test-meals on a protein, a carbohy- 
drate, and a mixed basis, having approxi- 
mately the same caloric value and the same 
bulk and physical characters. Both protein 
and carbohydrate meals gave about the 
same amount of free hydrochloric acid. 
There seems, therefore, no experimental 
evidence for the plan of excluding proteins, 
which have the advantage of combining 
with some of the excess of free hydro- 
chloric acid, and also of improving the nu- 
trition of the patient. In fact the dimi- 
nution of the amount of free mineral acid 
seems to be the important point; alkalies, 
which relieve pain, can only act in this way, 
as they have no influence on the acid phos- 
phates or the organically combined hydro- 
chloric acid—two other factors in the total 
acidity. Fats, especially in the form of 
cream, are able to inhibit gastric secretion 
to a large extent, but unfortunately many 
forms of fat are extremely distasteful to a 
large number of persons. Carbohydrates 
may be added to the diet if coarse and in- 
digestible forms of starch are avoided; the 
predigested carbohydrate foods are to be 
preferred, especially in the more severe 
cases; while sugar is best given in the form 
of honey, malt extract, or well-stewed 
fruits. Boas forbids cooked fruits, but 
probably this prohibition is mainly appli- 
cable to the more acid sorts. 

All substances which are known to excite 
gastric secretion should be avoided, as in- 
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crease in the total gastric juice will of 
course produce an increase in the absolute 
amount of hydrochloric acid, though not in 
the percentage. These substances are red 
meats and meat extracts, meat juice, spices 
and condiments, and all highly seasoned 
dishes. Effervescent drinks are excluded, 
as carbon dioxide is a gastric stimulant, and 
some authorities also exclude alcoholic 
drinks of all kinds. Possibly a little whisky 
or brandy well diluted with water may do 
no harm, but most patients will be better 
without them. 

Boas finds that whereas coffee is always 
harmful, tea is often well borne and cocoa 
generally harmless. The latter should 
always be made from the nibs, so as to in- 
clude the fatty constituents. In England, 
where tea is often taken strong and with 
little milk, and coffee comparatively dilute 
and with a considerable quantity of milk, 
Fortescue-Brickdale believes that the latter 
is often found to be preferable. 

An interesting point in connection with 
the diet in hyperchlorhydria is the effect of 
common salt. The normal average stomach 
secretes about 7 grammes of chlorine in 
the form of hydrochloric acid in twenty- 
four hours, whereas the total chlorine con- 
tent of the blood has been calculated at 
only 11 grammes. The hydrochloric acid 
secretion therefore is partly dependent on 
the amount of chlorine ingested as common 
salt. Some years ago Lanfer reported cer- 
tain cases of hyperchlorhydria which, 
though somewhat severe in type, did well 
on an ordinary mixed diet without the 
addition of salt. If, however, they took 
2 or 3 grammes (30 to 45 grains) of salt 
with their food, an access of pain occurred. 
Bickel states that salt solutions over .9 per 
cent are stimulants of gastric secretion, so 
that there appears to be a double reason 
for restricting the salt intake. 

To pass on to the drug treatment, it is 
of course well known that aperients and 
alkalies are the main requirements of these 
patients. Mild cases often do well with 
an ordinary alkaline bismuth mixture an 
hour or two after meals. A glass of Vichy 
or Apollinaris water first thing in the morn- 
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ing is also very useful. Some authorities 
forbid the use of aperients, and rely on 
careful diet or abdominal massage, but 
Fortescue-Brickdale believes in most cases 
the ordinary saline aperients are quite well 
tolerated. Robin advises rather compli- 
cated alkaline mixtures in the more marked 
cases, such as the following: 


k Magnesiz, 20 grains; 

Sod. bicarb., 15 grains; 

Pulv. sacc. alb., 30 grains; 

Codeine, % grain; 

Calcii carb., 

Bismuthi subnit., 4a 12 grains. 
This is given in the form of a powder 
stirred up in water, just before the pain 
is likely to begin. The sodium bicarbonate 
acts immediately and the others more 
slowly, and a large amount of CO, is not 
given off at once as is the case if large 
quantities of bicarbonate are given at a 
time. If there is diarrhea, the calcium and 
bismuth salts may be increased, and the 
magnesia diminished. Belladonna in the 
more severe cases is useful as a temporary 
measure. Robin’s plan of giving it before 
meals combined with opium and_ hyoscy- 
amus is probably the best, though some pre- 
fer to give it immediately after food. 

Those who have a preference for the 
newer drugs may use eymudrin (atropine- 
methyl-nitrate), which has a similar action 
to atropine, in doses of 1/30 to 1/60 grain 
in milk-sugar immediately before meals. It 
has the advantage of a low toxicity, but has 
been found to diminish appetite. 

Neutralon is aluminum silicate, and is 
broken up by the free HCl into silicic acid 
with the formation of aluminum chloride, 
an astringent and antiseptic according to 
Zweig. A teaspoonful of powdered neu- 
tralon can decompose 400 Cc. (about 14 
ounces) of a .2-per-cent solution of HCl 
at body temperature in one hour. A tea- 
spoonful may be ordered suspended in a 
wineglassful of water one-quarter to half 
an hour before food. The dose may be re- 
peated after food if necessary. 

Peroxide of hydrogen is said to act by 
increasing the amount of mucus in the 
stomach, and thus protecting the mucous 
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membrane from the acid gastric contents. 
It may be given in the form of 4 to 4 
per cent dilution of the ordinary H,O, so- 
lution, the dose being 10 ounces before 
meals ; or two 14-gramme tablets of Merck’s 
magnesium perhydrol may be administered 
in the same manner. 





THE RELATION OF VASCULAR CONDI- 
TIONS TO PITUITRIN DIURESIS. 

Hoskins and MEANs in the Journal of 
Pharmacology and Experimental Thera- 
peutics for May, 1913, reach these con- 
clusions : 

1. Pituitrin in suitable dosage causes 
diuresis in the anesthetized dog. 

2. There is no constant relationship be- 
tween pituitrin diuresis and either systolic 
pressure or pulse pressure, or the ratio 
between them, although 

3. Pituitrin diuresis usually is accompa- 
nied by decreased pulse pressure. 

Previous researches (Schaefer and Her- 
ring) have shown that there is no constant 
relationship between changes of kidney vol- 
ume and pituitary diuresis. 

4. Pituitrin diuresis, therefore, is due 
primarily to direct stimulation of the renal 
cells—usually aided, probably, by a con- 
comitant vasodilatation in the kidneys. 





THE EXCRETION OF FORMALIN IN 
THE URINE. 

SmitH in the Boston Medical and Sur- 
gical Journal of May 15, 1913, says the 
rapidity with which formaldehyde is liber- 
ated, at least in the test-tube, depends upon 
the acidity of the urine, the temperature, 
and the amount of urotropin present. He 
is aware that formaldehyde may be found 
in specimens obtained by the ureteral 
catheter, and that a strongly acid urine will 
liberate formaldehyde in two minutes; his 
experiments, nevertheless, indicate strongly 
the probability that the liberation of for- 
maldehyde in man continues, provided the 
urine be acid, as long as urotropin remains 
in the bladder. 

From the work done with this drug, 
Smith has reached these conclusions as to 





662 


dosage and output: Five grains of uro- 
tropin, although often sufficient to give a 
strong formaldehyde test, does not appear 
in the urine with enough regularity to war- 
rant its use. Seven grains is nearly always 
followed by good quantities of formalde- 
hyde or urotropin lasting for from six to 
ten hours. Ten grains every eight hours or 
15 grains at 7 a.M. and 6 P.M. is the dose 
which Smith recommends. 

The kidneys of chronic nephritis, to 
judge from a few observations, excrete 
urotropin much more slowly than do normal 
kidneys. One dose of 15 grains has given 
traces of formaldehyde in the urine for 
thirty-six hours. These urines are ab- 
normally acid; formatdehyde has always 
“been liberated. 

In cases with persistently alkaline urine, 
they have tried to change the reaction by 
the use of various drugs. Sodium benzo- 


ate, 15 grains, t. i. d., has had no appreci- 
able effect ; boric acid, 10 grains t. i. d., was 
effectual in several cases, but we are 
warned by some writefs of its toxicity. 
Sodium acid phosphate given directly after 
meals in one-half to one teaspoonful doses 


seemed more efficient than the other two, 
but in one case its use had to be abandoned 
because of the resulting diarrhea. 

Among the 50 individuals whose urine 
he examined, there was only one (diverti- 
culum of the bladder and pyonephrosis) in 
whose urine free formaldehyde was never 
detected. 

Smith concludes as follows: 

1. Burnam’s test for formaldehyde in 
urine is definitely positive when this sub- 
stance is present in the strength of 1 part 
in 40,000 or more. 

2. The urine should be examined as soon 
as possible after it has been voided. A 
negative test at one time does not prove 
that formaldehyde is never liberated. 

3. From the evidence at hand, it is be- 
lieved that formaldehyde is liberated from 
the hexamethylenamin by the acids of the 
urine, not by a specific function of the 
renal epithelium. 

4, This process may take place in the 
kidney, but is continued in the bladder. 
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5. Litmus paper, as an indicator of the 
true acidity of the urine, was unreliable in 
about 25 per cent of the cases examined. 

6. The degree of acidity of urine, as 
measured in terms of its hydrogen ion con- 
centration, showed in his cases a constant 
relation to its power to set free formalde- 
hyde. The higher the acidity, the greater 
was this power. 

%. The requisite amount of acidity, which 
is not great, is presented in the majority of 
normal urines, and can be secured in almost 
all cases by the use’of boric acid or sodium 
acid phosphate. 

8. The writer disagrees with the state- 
ments of Burnam and L’Esperance that 
only 50 to 60 per cent of individuals break 
up urotropin. Examination of 213 speci- 
mens from 50 individuals showed that only 
in the urine of one case was formaldehyde 
never found. 





THE EFFECT OF DIGITALIS ON THE 
HEART DURING EXERCISE. 

In the Miinchener medicinische Woch- 
enschrift of May, 1913, BERNOULLI reports 
his experiments on this subject. 

The tests were made on four healthy 
young men ranging in age from twenty- 
two to twenty-eight years. Daily pre- 
scribed exercises were performed by all the 
men for about one week, or until the pulse 
frequency taken each day showed that they 
were getting used to the work. Pulse 
waves were then noted for three days, and 
then, continuing the same exercises, a digi- 
talis preparation was given for three days, 
and pulse readings were again taken imme- 
diately after the digitalis had been stopped. 
In two cases the sphygmograms were also 
made before the effects of the digitalis had 
entirely worn off. 

Jaquet’s sphygmograph (1910 model) 
was employed with the subject in a sitting 
position, and the readings were taken; after 
the subject had been resting for 15 minutes, 
another immediately after completing the 
prescribed exercise (about 15 seconds), and 
others 2, 5, 19, 15, 20, and 30 minutes 
after stopping work. In one case the tests 
were made for only 20 minutes. 
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In three of the cases 3 mg. of digitoxin 
Merck were given in nine doses extending 
over three days. The exercises were per- 
formed at 6 A.M., before any food had been 
taken. In the fourth case an infusion of 
digitalis leaves was used, 1:100 in 4 days= 
4g. The tests in the latter case were made 
at 11 A.M. 

The results in three cases, with the sub- 
jects at rest, showed a more or less distinct 
retardation of the pulse with a simultane- 
ous increase in volume, but no other 
changes in the form or the rhythm were ob- 
served. Fraenkel, who conducted a large 
number of experiments with strophanthus, 
noticed the same effect on the pulse while 
the blood-pressure remained unchanged. No 
important deviations from the normal were 
seen in the recovery waves after muscular 
exertion, nor in the form and rhythm of the 
pulse before and after the administration 
of digitalis. 

For the sake of comparison, tests were 
also made with caffeine on one of the sub- 
jects, the exercises being the same. The 
dose consisted of 5 g. caffeinum natr.-benz. 
in 5 single doses. The effects of the caf- 
feine were distinctly noticeable on the first 
day with the patient at rest as well as dur- 
ing the exercise—the pulse beats were 
slower and fuller. There was no change 
noticeable in the waves of recovery. 

It may thus be concluded that the effects 
of digitalis may be seen primarily, if not 
exclusively, in strengthening the muscular 
contractility of cardiomuscular insufficiency. 
Normal cardiac muscles, however, are not 
influenced by the drug. Digitalis is a heart 
tonic in the ordinary sense of the term, but 
it cannot be expected to serve the purpose 
of increasing the capacity of the heart for 
work in the healthy organ or in well-com- 
pensated heart defects. It would also seem 
that the administration of the drug in sur- 
gical cases, as a prophylactic where post- 
operative pneumonia is feared, is not justi- 
fied, especially as an intravenous injection 
will act directly on the heart,.in case of 
necessity. 

Digitalis preparations are usually indi- 
cated in the presence of incipient cardiac 
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insufficiency. But here also no favorable 
action need be looked for unless the medi- 
cation is accompanied by absolute rest in 
bed. An insufficient heart does not become 
more resistant under digitalis; it is not able 
to recover as long as the same amount of 
work is required of it as led to the decom- 
pensation. This is well illustrated by those 
not rare cases in which the action of digi- 
talis is not manifest until after a second 
or even a third dose—after the heart has 
had time to recover. 


SACRAL ANESTHESIA. 


SCHLIMPERT (Surgery, Gynecology and 
Obstetrics, May, 1913) credits Cathelin 
with the idea of making use of the extra- 
dural space as a place of application for 
various different agents, he having pointed 
out that it is possible to inject watery solu- 
tions into the extradural space by puncture 
of the lower end of the sacral canal, the 
hiatus canalis sacralis. The technique used 
in the Freiburg Frauenklinik is preceded 
by a deep veronal-scopolamine-morphine 
sleep. 

The patients received a gramme of veronal 
the evening before operation and half a 
gramme of veronal on the day of operation. 
A reduction of the dose, in that %4 gramme 
of veronal is given on the evening before, is 
carried out with all patients who are 
markedly cachectic, as, for instance, on 
very debilitated carcinoma patients. On 
the day of operation the patient receives 
scopolamine-morphine, scopolamine-panto- 
pon, or of late scopelamine-narcophin ; three 
hours before beginning the operation 
0.0003 scopolamine and 0.01 morphine. 
Then, 214 hours before the beginning of the 
operation—that is, three-quarters of an 
hour after the first injection, the same dose 
again (that is, 0.0003 scopolamine and.0.01 
morphine). 

Should morphine be given instead of 
narcophin, the dose should be the same, 
except that 0.01 morphine takes the place 
of 0.03 narcophin. If scopolamine-panto- 
pon is used the dose of the latter is 0.02 
gramme, reduced to 4 in very old patients, 
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or those who have a body weight much 
under 105 pounds. The object of these 
doses is not complete anesthesia, but rather 
only of narcosis. These patients often 
complain bitterly and react to pain, but they 
forget it. This amnesia is the specific 
action of scopolamine. The technique of 
the sacral puncture is as follows: 

With the patient lying horizontally on 
her side. 

In the knee-elbow position, with the 
patient horizontal or with elevated pelvis. 

Puncture in the side position is more 
comfortable for the patient, but the punc- 
ture itself is more difficult. Puncture in the 
knee-elbow position has just the opposite 
advantage and disadvantage. The hiatus 
canalis sacralis, the lower opening of the 
sacral canal, is chosen as the point of en- 
trance. This is to be recognized through 
the skin by the two cornua sacralia. To 
orient oneself, one palpates the processus 
spinosi of the sacrum down to its lowest 
part, then feels that the processus spinosi 
seems to divide in a fork-like manner, and 
thus comes upon a triangular-like space 
which is bounded on the sides by the two 
cornua sacralia and gives the elastic resist- 
ance of a deep-lying membrane. The 
hiatus is easily found when puncturing in 
the knee-elbow position, as it lies in the 
continuation of the anal groove. When the 
patient is in the side position it is somewhat 
above the anal groove, as the weight of the 
gluteal muscles causes the skin to be drawn 
over it. The hiatus is best found by inject- 
ing one fingerbreadth away from and above 
the anal groove. The entrance is best 
obtained at an angle of about 45° from the 
body surface. 

The needle used consists of a hollow tube 
in which is a sharpened mandarin, which 
can be immediately withdrawn. Puncture 
is made by pushing the mandarin forward 
until the canal is entered; it is then imme- 
diately withdrawn and the empty tube is 
pushed in. Injuries to the veins of the 
extradural space are thereby avoided. A 
20-Cc. record glass syringe is employed. 
The proper position of the needle can be 
tested by injecting and measuring the de- 
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gree of resistance. After the needle is 
properly placed the fluid is injected almost 
without resistance. If resistance is great or 
if on injection a subcutaneous swelling 
appears, then the needle has not entered the 
sacral canal, but is in the periosteum or 
subcutaneous tissue. 

Injuries to the veins are tested for by 
lowering the pelvis after the sacral punc- 
ture. Injuries of the veins occasionally 
occur without an immediate gush of dark- 
red blood. When the pelvis is sunken, 
however, and a vein of considerable size is 
injured, blood will almost always issue. A 
profuse watery fluid would indicate an 
abnormality, a puncture of the subdural 
space. Novocaine is recommended as the 
solution of choice since it is least harmful 
and most effective. Sodium bicarbonate 
solution is the vehicle of choice for novo- 
caine. The following is the preparation: © 
Chemically pure sodium bicarbonate, 0.25; 
sodium chlorate, 0.5; distilled water, 100. 
One-fourth Cc. of a 1:1000 solution of 
suprarenin may be added. In preparing 1 
or a 14-per-cent solution of novocaine, to 
100 Cc. or 75 Cc. of the above described 
sodium bicarbonate solution 1 gramme of 
novocaine is added. The mixture is boiled, 
whereby the sodium bicarbonate is con- 
verted into the more active sodium car- 
bonate, and at the same time a sufficient 
degree of sterilization is obtained. It is 
then cooled to 30° C. As to the dosage for | 
low anesthesia, 0.6 gramme is given. For 
the cachectic and the light in weight this is 
somewhat lessened to even 0.4 gramme for 
hemorrhoids. 

lor high anesthesia the dosage is some- 
what more complicated. The minimal dose 
is here 0.5 gramme, the maximal 0.8 
gramme. The normal dose is 0.7 gramme. 
Under low anesthesia the side position is 
used. Injection is made slowly, taking from 
one to one and a half minutes. Immediately 
after the injection is driven in the patient 
is put on the back, with either slight eleva- 
tion or none at all. The operation may 


begin in two or three minutes. It is differ- 
ent where one is to produce high anesthesia. 
The knee-elbow position is used exclusively. 














The pelvis is kept elevated for five minutes 
after puncture and then it is brought into 
the horizontal position. High anesthesia is 
accomplished after five or ten minutes. Low 
anesthesia lasts from three-fourths to one 
hour, high anesthesia about the same time. 
The addition of suprarenin seems to pro- 
duce a certain prolongation. Of the 114 
anesthesias with novocaine there was good 
low anesthesia when the organ was lying 
below the symphysis in a little over 50 per 
cent. In 21 per cent general inhalation 
anesthesia had to be added because the 
operation was prolonged; in 15 per cent 
because the anesthesia was incomplete from 
the first. In 11 per cent there was complete 
failure. High anesthesia was carried out 
with novocaine in 342 cdses. The method 
was completely satisfactory in somewhat 
less than 50 per cent of the cases reported. 
In from fifteen to thirty minutes after the 
injection it is noted that the patients are 
extremely pale. This is accompanied by a 
fall in blood-pressure. Pallor lasts for two 
or three hours. There are no after-effects, 
neither vomiting nor headache. The author 
regards this method as what he calls anes- 
thesia de luxe. ; 

Its execution demands a number of 
trained assistants, and demands long prac- 
tice. The technique has not yet been 
worked out to the finest points. Much is to 
be expected from substituting for novocaine 
a preparation which is as efficacious but 
less toxic. 

The main advantages. of the method are 
the lack of vomiting before and during the 
operation, the lack of headaches in the con- 
valescence, and, in the successful cases, the 
beautiful anesthesia and relaxation, which 
alone make possible a technically perfect 
operation. 

The drawbacks, outside of the already 
mentioned. difficulty of the technique and 
dosage, are the fall in blood-pressure and 
the limited duration of the anesthesia. 

On the one side sacral anesthesia com- 
petes with inhalation anesthesia, particu- 
larly in its extended forms, as a mixed anes- 
thesia; on the other side, with lumbar 
anesthesia. It surpasses inhalation anes- 
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thesia in the better relaxation which it 
assures and in the fall of blood-pressure 
and the difficulty in technique encountered 
in its use. It surpasses the latter, however, 
in one important point, and that is the abso- 
lute absence of headache. On the ground 
of these comparisons, the Freiburg Frauen- 
klinik has made for itself the following 
indications : 

For small, short operations which require 
only slight abdominal relaxation—e.g., un- 
complicated appendectomies — inhalation 
anesthesia with chloroform-ether or laugh- 
ing-gas. 

For larger operations on women whose 
heart and vascular system is not intact, or 
on very fat women with a thick layer over 
the hiatus canalis sacralis, lumbar anes- 
thesia. 

For all other cases, sacral anesthesia. 





A CONSIDERATION OF FINAL RE- 
SULTS IN HYPOPHYSEAL 
SURGERY. 

KANAVEL (Surgery, Gynecology and 
Obstetrics, May, 1913) appends to his re- 
port of a case of Frolich’s type of hypo- 
physeal disease, which exhibited marked 
signs of intracranial pressure and was oper- 
ated upon two years since by the intranasal 
route with recovery, certain generalizations 
which he holds mark the stage of our 

progress. 

At the present time one cannot say defi- 
nitely which operative procedure will be 
the one of choice. Certain general prin- 
ciples can be laid down, however, and the 
lines of future work suggested. 

The transsphenoidal route cannot, unfor- 
tunately, be rendered absolutely aseptic, and 
therefore meningitis is always a possibility, 
although that menace is growing less as our 
experience accumulates. This route is not 
available for tumors lying in juxtaposition 
to the hypophysis and hence giving hypo- 
physeal symptoms. Moreover, one cannot 
remove all the tumor when it has extended 
widely outside of the sella turcica. 

The intracranial route is not feasible for 
tumors confined to the sella turcica. It can 
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be only palliative in a majority of cases, 
since it does not become the operation of 
choice until the tumor is far advanced, and 
in most cases it will be impossible to remove 
the part of the tumor lying in the sella 
turcica. Therefore we may say that tumors 
lying for the most part in the sella turcica 
should be reached by the infranasal route. 

Cysts may be reached and drained by 
either route, but more permanent results 
may be hoped for from the transsphenoidal 
route, since this affords room to grow and 
makes subsequent puncture and drainage 
easy. 

Tumors that have surely grown beyond 
the sella turcica can be reached by the intra- 
cranial route. Neighborhood tumors may 
be reached in the same manner. 

In this connection it should be remem- 
bered that the transsphenoidal route gives a 
decompression opening, in cases of future 
growth, for the local structures as well as 
for the brain; while the intracranial in a 
majority of cases gives relief for general 
brain pressure only. In general, then, in 


old cases in which only palliation is sought 


the intracranial route is the operation of 
choice; in those in which we hope for per- 
manent results we must use the trans- 
sphenoidal, although the danger of infection 
is greater. It is to be hoped, however, that 
the future may suggest some intracranial 
route that will offer permanent relief with 
a minimum of danger. 

Not enough operations have been attempt- 
ed by the intracranial method to choose 
between them. Horsley has apparently had 
good results with the approach through the 
middle fossa, although his immediate and 
ultimate results have not been published. 
The ingenious method of McArthur, the 
McArthur-Frazier, or that method com- 
bined with a preliminary Krause flap, 
would seem to offer many advantages in 
extensive growths. 

Of the transphenoidal methods, an ex- 
perience with three cases leads one to re- 
iterate the statements previously made, 
namely, that the infranasal approach as 
described, or some of its modifications, 
should be the operation of choice. While 
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all credit should be given to Schloffer, von 
Eiselsberg, Hochenegg, and others who 
have operated earlier by the supranasal 
route, when one contrasts the ease and 
simplicity of the infranasal approach with 
the mutilation, difficulty, and added danger 
of infection of the supranasal, the latter 
will surely be abandoned. 

Concerning the modifications of the in- 
franasal route, the labiobuccal incision of 
Halstead has given a most brilliant result 
in the hands of its originator and others. 
It has the advantage of leaving absolutely 
no scar upon the face, and the disadvantage 
of having the incision and operative field in 
the mouth. To avoid the increased danger 
of an aspiration pneumonia, Halstead has 
given his anesthetic through a tracheotomy 
wound. 

Making the incision in the crease under 
the nose has the advantage of having a field 
entirely outside of the mouth and the disad- 
vantage of the scar, although in four cases 
which came under Kanavel’s observation 
this was invisible to ordinary inspection. 

The operation of Fien is unnecessarily 
extensive. 

The operation of Hirsch should receive 
most serious consideration. In those cases 
in which the tumor is small or a cyst is 
present, it is probable that the submucous 
operation can be done in stages with a 
minimum of danger. Yet where the nose is 
small or where we wish to remove as much 
of the tumor as is possible, a more-extensive 
field will be found advisable. In certain 
cases it would seem possible to cut the basal 
attachment of the septum of the external 
nares and turn this aside. This would add 
materially to the room. 

It is possible, of course, to add the sub- 
mucous principle to any of the infranasal 
procedures. 

Indications for operation in cases of 
hypophyseal disease may be classified as 
absolute and relative. Operation is abso- 
lutely indicated in those cases in which the 
tumor immediately jeopardizes the life of 
the individual or is causing progressive 
blindness. It is relatively demanded when, 
because of perverted or increased or de- 








creased secretion, the well-being and ulti- 
mately the life of the individual is threat- 
ened. Therefore, if the tumor is growing 
rapidly or has grown to a large size, or if 
a cyst has suddenly filled, we will have 
pressure symptoms both locally and gen- 
erally that will imperatively demand inter- 
vention. As the safety of the operation 
increases the field of the relative demand 
will be broadened. 

Just how far this will extend cannot be 
fully stated now, when our knowledge of 
the perverted states is limited. Thanks to 
the magnificent and painstaking work of 
Cushing, we have a basis at least upon 
which study may be made. 

In general it may be stated that the 
adipose genital type of disease where an 
enlarged sella can be shown should be 
subjected to operation and fed with the 
whole gland. This is particularly true since 
so many of these cases, as shown by Lewis 
in his careful study, are associated with 
cysts, in which operation is most successful. 

Acromegaly should be treated most con- 
servatively, particularly since many of the 
cases have passed over into the stage of 
hypopituitarism. As the safety of the sur- 
gical procedure grows, operation should be 
attempted in the early stages of the disease, 
before the growth has left the sella. The 
more complicated and late cases and those 
with atypical signs should be treated medi- 
cally until the results in the typical cases 
are well established. 





ANAPHYLAXIS, 


SUTHERLAND (Indian Medical Gazette, 
March, 1913) quotes Friedberger’s defini- 
tion to the effect that anaphylaxis is the 
increased power of the organism to react to 
foreign albumin introduced into it paren- 
terally—i.e., otherwise than by way of the 
alimentary tract. 

If a large dose of a foreign albumin be 
introduced parenterally into a normal 
healthy animal, its body temperature will 
rapidly fall, and the animal may die. A 
small dose of foreign albumin will cause the 
animal to suffer from fever, the type of 
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which will vary with the dosage, the inter- 
vals between the injections, and the mode 
of giving these. 

But an animal may be rendered much 
more sensitive to the foreign albumin by 
giving it a very small dose and then delay- 
ing the reinjection for a period which varies 
according to the effect which it is desired to 
produce. 

The phenomenon is best studied in the 
guinea-pig, which is 400 times more sensi- 
tive than the rabbit where anaphylaxis is 
concerned. If to a series of guinea-pigs 
1/100 Cc. of horse-serum be given intra- 
peritoneally and eleven days later to some 
of this series 2 Cc. of horse-serum intra- 
peritoneally, we shall have developed in 
these animals the syndrome of anaphylactic 
shock. For a few minutes to all appearance 
the animals will be unaffected; then they 
will tend to huddle up to their fellows, only 
to seek a corner for themselves later, being 
visibly excited. Then they will begin to 
scratch themselves vigorously, first with the 
hind and then with the fore feet. Then 
we shall observe that they have lost power 
in their limbs—the hind leg that is lifted to 
scratch sinks down. By this time the ani- 
mals will be visibly very ill, crouching prone 
and breathing rapidly. Later they will tend 
to fall over on one side—at first only to 
regain the prone position with some diffi- 
culty, later to remain lying on their sides 
gasping for breath. Convulsions will now 
be observed, and in some cases these will 
become more marked and frequent until 
death closes the scene; others will gradually 
recover and be as well as ever after four 
hours or so. 

~The temperature, if observed, will be 
found to have fallen rapidly, as much as 
5° C (9° F.). The blood will show leuko- 
penia and diminished coagulability. The 
blood-pressure will not, however, be much 
affected; in the dog a fall in the blood- 
pressure is a very marked sign of anaphy- 
lactic shock. 

At the autopsy the lungs will be shown 
to be overdistended and will show a copious 
quantity of frothy fluid. Microscopic ex- 
amination will evidence full distention of 
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the alveoli with rupture of same, contrac- 
tion of the bronchial muscularis, and 
consequent puckering of the mucosa. 

The syndrome is made up of itching, 
asthma, and marked fall in body tempera- 
ture. The itching is due to urticaria, which 
is in the human subject so often found after 
injecting a curative antiserum: the striking 
connection of the urticaria with the asthma 
reminds one of that seen in cases of spas- 
modic asthma in man. If blood be taken 
from the sensitized guinea-pigs and injected 
into a previously untreated guinea-pig, this 
latter if given an intraperitoneal dose of 2 
Cc. of horse-serum will suffer from shock. 
The injection of sensitized blood 
passively sensitized it. 

The accepted theory in regard to anaphy- 
laxis is that the organism attempts to ingest 
the peritoneal foreign albumin, and to 
accomplish this the liver secretes a 
coenzyme, which, when it comes in contact 
with the albumin of the second injection, 
sets free a toxophore group from the pro- 
tein molecule; in other words, splits up this 
molecule so that it sets free a poisonous 
substance, which Friedberger calls anaphy- 
lotoxin. 

Manwaring, who has apparently con- 
clusively shown that it is the liver which is 
chiefly concerned, admits that peptone 
poisoning is like, but denies that it is identi- 
cal with, the poisoning in anaphylaxis. He 
seems inclined to attribute the symptoms to 
exhaustion of the oxygen of the blood 
consequent on the reaction of coenzyme 
plus protein. It has been shown that com- 
plement is absolutely necessary for shock 
to take place on the giving of the second 
injection. If the sensitized guinea-pig has 
an intraperitoneal injection of sheep's 
erythrocytes and inactivated hemolytic 
serum for these, derived from a rabbit, then 
it will have its complement exhausted by 
being taken up to reactivate the hemolytic 
serum, and will not suffer if it receives its 
second injection of horse-serum shortly 
afterward. 

The anaphylotoxin is the same, however 
it be produced—whether by the interaction 
of complement plus foreign serum and its 


has 
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antiserum, or complement plus bacteria and 
their antiserum. If instead of giving the 
sensitized guinea-pig 2 Cc. it be given only 
a small dose it will not suffer from shock. 
Then if it be given a very large dose some 
hours later it will show no shock symptoms 
at all. It has by that second injection been 
rendered antianaphylactic because most of 
the antibodies have been taken up by the 
antigen of the second injection, and not 
enough remain unsatisfied to cause any 
shock-reaction when the large dose. is given. 

Another peculiarity about our sensitized 
animal is that it is very much more liable to 
suffer from fever in consequence of a small 
second injection than is a normal guinea- 
pig. After twenty-four hours of receiving 
the first injection its liability to suffer from 
fever is ten times, after seven days 1000 
times, and after nineteen days 100,000 times 
as great as that of the normal animal. It 
is also much more liable to suffer from fall 
in the body temperature than is the normal 
animal. A normal guinea-pig’s temperature 
will fall if it receives 1 Cc. of sheep-serum 
intraperitoneally; a guinea-pig sensitized 
fifty-five days previously by the intraperi- 
toneal injection of 1/100 Cc. of sheep’s 
serum showed a fall of temperature after 
the injection of 1/100,000 Cc. Similarly 
a normal guinea-pig will suffer from fever 
if it receives 1/20 Cc. sheep-serum intra- 
peritoneally ; a guinea-pig sensitized fifty- 
five days previously with 1/100 Cc. sheep- 
serum showed a rise of temperature after 
receiving 1/2,000,000 Cc. of sheep-serum 
intraperitoneally. 

The parenteral introduction of the for- 
eign protein causes a fall, no change, or a 
rise of temperature, according as the dose 
is large, moderate, or small. The normal 
organism has the power of digesting paren- 
terally introduced foreign protein by means 
of its complement, which is always present, 
and the product of the digestion is a ther- 
mogenic substance; in consequence of the 
presence of antibodies for the foreign pro- 
tein the sensitized organism has a vastly 
increased power of elaborating this thermo- 
genic substance from the foreign protein of 
the second injection. If the dose be a fairly 
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large one, we shall have a fall in the body 
temperature. Next day there will be some 
antibodies present, and thus a small dose 
will cause a rise of temperature. 

If the sensitized animal be given a small 
dose it will have fever, and if next day it 
be given a larger dose it will still have 
fever; the antibodies remaining unsatisfied 
are sufficient to cause the thermogenic sub- 
stance to be formed, but not sufficient to 
cause a cryogenic effect with shock. 

In infectious diseases it is strongly sug- 
gested that the fever is caused by the 
elaboration of the very small doses of 
foreign protein introduced from time to 
time parenterally into the organism as a 
result of the metabolism of the micro- 
organisms concerned, all microorganisms 
causing fever in the same way. 

The syndromes of the various diseases 
depend on the site of implantation of the 
microorganism concerned, and the biologi- 
cal conditions under which it exists at that 
site. Two very different microbes, whose 
site is similar, will produce the same syn- 
drome —e.g., the pneumococcus and B. 
Friedlander ; one and the same microbe will 
produce very different syndromes at various 
sites—e.g., B. tuberculosis. The period of 
incubation may be taken to be the period 
of sensitization of the patient. This period 
varies, as the various microorganisms have 
different conditions of growth and meta- 
bolism. ; 

Sutherland has concluded from a study 
of anaphylaxis that since this phenomenon 
is specific we may in seeking for the origin 
of blood-stains use an extract of the stain 
to sensitize a series of guinea-pigs. To 
some of these after ten days we may give 
large doses of various sera, in order to de- 
termine by fall of temperature and shock 
which is the blood that caused the stain. 
Similarly, we may give to the others small 
doses of the sera in order to determine 
which causes a rise of temperature. 

Our duty in cases of fever is to lessen 
the production of foreign protein and to 
aid the organism to get rid of the products 
of its digestion—to limit the number of 
micro6rganisms and to promote diuresis. 


As it is the protein parenterally introduced 
that is the fons et origi mali, we need not 
adopt the “empty bowel” method of treat- 
ment of typhoid. We can do no harm by 
giving our patient a great deal more nour- 
ishment than can be conveyed by bucketfuls 
of whey and beef tea. 

Although anaphylactic shock is very rare 
in the human subject, and death from it 
fortunately hardly ever occurs, yet it is our 
duty so far as we can to prevent the onset 
of unpleasant symptoms—urticaria, malaise, 
precordial anxiety, and dyspnea—when a 
second injection of a curative antiserum is 
made in the case of a patient who some 
time anterior has had some antiserum in- 
jected into him; for all antisera at present 
on the market are derived from the horse, 
and the first treatment has caused our 
patient to be sensitized to horse-serum. We 
may, if time permit, starve our patient for a 
couple of days, and give him a small dose 
of barium chloride to combat fall in blood- 
pressure; but without any such treatment 
we may establish antianaphylaxis by giving 
Y% Cc. of the antiserum intravenously or 
1 Cc. subcutaneously to him, if an adult, 
and then after an interval of three or six 
hours, according to the method of injection 
adopted, we can cheerfully give him the 
rest of the full dose subcutaneously. 
Should he require another dose within 
twenty-four hours, he may have it in full. 





THE IDENTITY AND CAUSE OF ASEP- 
TIC WOUND FEVER AND SO-CALLED 
POSTOPERATIVE HYPERTHYROID- 
ISM AND THEIR PREVENTION. 

CritE (Annals of Surgery, May, 1913) 
observes that since performing operations 
under the technique of anociassociation 
there has been observed a changed post- 
operative and temperature pulse curve. He 
has found further that the same technique 
that controlled postoperative hyperthyroid- 
ism also controlled aseptic wound fever. 
Furthermore, if any parts of the anoci 
technique were omitted more postoperative 
phenomena were observed. The final con- 
vincing proof was afforded by blocking 
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postoperative wound stimuli by quinine and 
urea hydrochloride with the exclusion of 
the psychic and the traumatic stimuli in 
both the operative and the postoperative 
phases. Barring infection, the postopera- 
tive phenomena of temperature and pulse 
were almost wholly eliminated. The con- 
clusion then is that these phenomena are the 
result of the conversion of energy into heat 
as a part of the activation of the brain, 
hence all of the body, by the psychic and 
the traumatic stimuli. 

Now these observations suggest that there 
exists some common principle which under- 
lies postoperative hyperthyroidism and 
aseptic wound fever, and the fever produced 
by physical exercise and the primitive 
emotions, such as fear, anger, and sexual 
excitation. 

Crile believes that the entire mechanism 
of animals is motor, that all the functions 
are motor, and that the energy intended to 
be utilized in a motor act may in part be 
converted into heat. As to Graves’s disease, 
he regards it as due to a disarrangemenrit of 
the general motor mechanism whereby the 
threshold of the brain to both traumatic 
and psychic stimuli is lowered to varying 
degrees. 

Thus may a given stimulus that would 
cause no appreciable change in the pulse or 
temperature of a normal individual cause, 
in a case of advanced Graves’s disease, with 
its low threshold, a manifold stimulation; 
and in consequence the brain and the body 
of the sensitized Graves’s case would be 
driven many times as hard, producing a 
correspondingly greater change in the tem- 
perature and in the pulse-rate. This 
accounts for the influence of morphine on 
the pulse and temperature, because mor- 
phine raises the threshold to stimuli—i.e., 
it makes it more difficult for a stimulus to 
reach and act on the brain cells. This 
hypothesis explains the temperature and 
pulse changes in the emotional state as well 
as in simple fractures; in the pulse and 
temperature changes produced by a stormy 
visitor as well as by the surgical operation. 
It also explains the negative side of these 
phenomena, viz., why a patient well under 


morphine, or in stupor from disease, shows 
no such change; why the aged show so 
slight and the infant so great a change in 
pulse and temperature on excitation; why 
an operation performed under anoci shows 
no change. It explains why a case of 
Graves’s disease under excitement quite 
independent of an operation shows precisely 
the same phenomena as a case of Graves’s 
disease operated without anoci; and, finally, 
it explains under anoci. This same principle 
applies as strongly even after the operation. 

If at the time of operation a patient, 
whether a Graves’s case or not, receives so 
powerful a psychic excitation that in imag- 
ery she tends to frequently recall that event, 
in so doing, each time the original harmful 
stimuli of the operation are recalled through 
associative memory a driving of the motor 
mechanism is caused. Frequently does the 
patient recapitulate the anxiety, the suffer- 
ing—in fact all of the nociassociations of 
the operation—until at last the power of 
recall fades from memory’s view. 

Now under anoci the threshold is ever 
kept high. There is no picture written 
upon the conscious or subconscious memory, 
for riot even the operation itself has been 
recorded upon the brain. 

Therefore, there can be no destructive 
recapitulations, there are no nociassocia- 
tions, and time is not required to raise the 
threshold or to dim the memory. Thus is 
explained the speedier convalescence of the 
patient without postoperative phenomena 
under the protection of anoci, and thus we 
see a general principle underlying both 
postoperative wound fever and postopera- 
tive hyperthyroidism—hyperthyroidism be- 
ing a pathologic, a magnified postoperative 
wound fever. ; 





CHRONIC INTESTINAL STASIS. 


LANE (Surgery, Gynecology and Obstet- 
rics, May, 1913) notes that since the pro- 
fession has taken to studying the subject 
of autointoxication in chronic intestinal 
stasis, it has been inclined to assume that 
the large bowel is the sole source from 
which these toxins are derived, and it has 
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got into the habit of looking on stasis as 
being purely colonic. 

In consequence of this, operations have 
been conceived chiefly with the object of 
facilitating the passage of material through 
the colon, and in this manner the chief site 
of absorption has been overlooked and left 
untreated. This is largely due to Metchni- 
koff’s views on the subject. He considers 
that if we had no large bowel we should 
live longer. This is perfectly true, as evi- 
denced by the fact that the removal of the 
large bowel results in a marvelous improve- 
ment in the health and appearance of the 
individual and prolongs his life, but Lane 
points out that this improvement does not 
prove that the colon is the chief site from 
which toxins are absorbed in excess. In- 
deed, in a considerable proportion of cases, 
he believes the bulk of the absorption takes 
place from the small intestine. Stasis in 
the small intestine, with the associated in- 
fection of its contents by organisms to 
which it is unaccustomed, is not primary, 
but is secondary to stasis in the colon. In 
other words, if it were not for the presence 
of the colon the conditions producing stasis 
in the small intestine would not arise. If 
the cecum did not become overloaded as a 
part of a colonic stasis, obstruction at the 
end of the ileum would not develop. Con- 
sequently infecfion,of the contents of the 
small intestine by extraneous organisms 
would not occur, the duodenum would not 
be blocked by the drag of the small intestine 
obstructed at the end of the ileum, the 
mucous membrane of the duodenum would 
not inflame and ulcerate, the biliary and 
pancreatic ducts would not be infected, and 
obstruction to the outflow from the stomach 
with all its sequela would not occur. 

Lane holds that the extraordinary im- 


provement that results from short-circuiting’ 


and from the disconnection or removal of 
the colon is due largely to the fact that the 
evacuation of the contents of the small in- 
testine is facilitated by its introduction into 
the pelvic colon, and that the infection of 
its contents by organisms which grow in the 
material stagnating in the large intestine 
ceases abruptly. Lane states that he does 


not wish to suggest that all absorption of 
toxins takes place from the stomach and 
small intestine, but he considers that the 
tract other than the colon plays an import- 
ant, and, he believes, the more important, 
part in this process. 

How are these cases treated? They are 
given germicidal drugs, which would appear 
to act by diminishing the number and viru- 
lence of the offending intestinal organisms. 
Lane refers to such medicines as arsenic, 
iron, mercury, etc. Or they are supplied 
with organisms which are intended to an- 
tagonize the growth of deleterious organ- 
isms in the intestine, or vaccines of these 
organisms are injected into the circulation 
to effect the same purpose. Or they are 
given increasing amounts of irritating sub- 
stances called purgatives, with the object of 
hastening the passage of the contents of the 
intestine, and so affording less time for in- 
fection of the contents by organisms and 
for the absorption of their products. Or 
they are cut off the use of such foods as 
decompose readily and produce poisonous 
material. Or they are given large quanti- 
ties of water, to wash away as rapidly as 
possible the poisons that have been absorbed 
into the circulation and tissues. They are 
massaged and exercised, in order to stim- 
ulate the intestinal contents to move on. 
They have their stomachs washed out when 
material is dammed back and decomposes, 
and they have the large bowel flushed by 
abundant quantities of water, frequently 
containing antiseptic or irritating material. 
This represents the medical treatment and 
the essence of the so-called “cures” which 
frequently effect a temporary alleviation of 
symptoms. All these forms of treatment 
are tedious, dangerous, and at the best only 
palliative. Much more benefit can be ob- 
tained by the use of pure liquid paraffin ad- 
ministered at regular intervals during the 
day. This substance has, as far as is known, 
no chemical action whatever; it cannot be 
absorbed in the human intestines, while it 
facilitates very materially the passage of the 
intestinal contents. The motions cease to 
be firm, and they are much less bulky than 
before, for the reason that the amount of 
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organisms which form a considerable pro- 
portion of normal feces is greatly dimin- 
ished. By the use of a spring support con- 
trolling the lower abdomen, any accumula- 
tion of fecal matter in the ileum or in the 
cecum, or in a prolapsed transverse colon, 
is obviated as far as possible, while the 
pressure on the veins of the splanchnic area 
keeps the brain better supplied with blood 
and more capable of carrying on its func- 
tions efficiently. 

This treatment is adequate, providing the 
mechanical obstruction produced by one or 
more kinks is not too great. 

If this be so, and if the confirmation be 
obtained by x-rays and bismuth, some sur- 
gical means must be adopted to correct the 
faulty drainage and its results. 

Let us now consider the treatment of 
chronic intestinal stasis in which there is an 
imperfect ileal effluent associated with re- 
current obstruction of the duodenum, and 
possibly ulceration of its first portion. This 
condition can be treated by putting the pa- 
tient in the supine posture for a time. In 
this posture the obstruction at the end of 
the ileum is no longer effective, and the 
kinking at the duodeno-jejunal junction no 
longer exists. The duodenal tension is re- 
lieved, and the ulcer, should it exist, heals. 
The patient feels very well for a time. On 
returning to the usual habits of life the ob- 
structions recur and their consequences re- 
appear. Or the patient may be operated on 
and a gastroenterostomy performed. Dur- 
ing the period the patient is in bed the ileal 
obstruction is in abeyance and the sufferer 
is no longer poisoned by absorption. The 
duodenum recovers itself and an ulcer, if 
present, heals. The patient resumes the or- 
dinary habits of life, but has no recurrence 
of the duodenal pain and improves in health. 
But the symptoms of autointoxication still 
exist, and increase steadily as the termina- 
tion of the ileum becomes more and more 
obstructed. It is quite possible at the time 
of the operation that the mechanical factor 
controlling the end of the ileum, whether 
appendix or acquired ligament, can be dealt 
with effectually and further operative treat- 
ment obviated. When the obstruction re- 
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sults solely from the mechanical control of 
the appendix, its removal frees the effluent 
of the ileum and the result is most satisfac- 
tory and lasting. If, however, an ileal kink 
has developed, consequent on the crystalli- 
zation of lines of resistance in the mesen- 
tery, the treatment is not so simple. 

When Lane first observed the kink as 
produced by the acquired ligament, he de- 
vised many means for its division and for 
covering over the raw surface thus exposed, 
and he employed various methods of fixing 
the ileum in order to avoid recurrence of 
the kink.. He soon, however, had several 
very unpleasant surprises in the more severe 
cases. He found that the freeing of the 
intestine occasionally resulted in an acute 
obstruction, the freed portion of ileum re- 
fusing to transmit its contents. He also 
found that even when the membrane had 
been divided and the patient had recovered 
from the operation, the toxic symptoms re- 
turned when active life was resumed. This, 
of course, did not occur in every case, but 
in the more advanced cases it did so much 
too often to be pleasant. Therefore, after 
a much extended experience and especially 
when bismuth and #-rays showed that there 
was associated with the ileal obstruction a 
marked degree of stasis in the large bowel, 
the writer has been in the habit of leaving 
the ileal kink alone and anastomosing the 
divided end of the ileum with the pelvic 
colon immediately below the last kink, and 
exaggerating the pelvic kink if he did not 
consider it sufficiently effective. 

Again, when he finds the large bowel 
very static, and especially if the abdomen 
is lax, he removes the colon without the 
slightest hesitation, since he feels that the 
risk of its removal in these circumstances 
is very small indeed, while the benefit the 
patient obtains from its removal is very 
great. . 

If he feels its removal entails any grave 
risk to the patient he is satisfied to short- 
circuit and to postpone the removal of the 
colon until the patient, freed in great part 
from autointoxication, complains greatly of 
the flatulent distention of the large bowel. 

It is of course obvious that the nature 
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of the operative interference in any case 
must vary with the precise alteration in the 
mechanics of the drainage scheme and with 
the condition of the patient. 





THE CAROTID BODY. 

In a leading article on this subject (Brit- 
ish Medical Journal, May 1%, 1913) it is 
noted that the carotid body is present in all 
mammals, in birds, and even in fishes, and 
situated usually on the inside of the com- 
mon carotid artery close to the bifurcation, 
measuring 5 to 7 mm. in length, 244 to 4 
mm. in breadth, and 1.5 mm. in thickness, 
and somewhat bilobed. It is highly vascu- 
lar, its arteries coming from the common 
carotid artery or its two branches. It has 
an extraordinary rich supply of nerves, 
chiefly non-medullated, and in man exhibits 
the insular type, the organ being divided 
into separate islets by connective tissue. It 
is regarded as being derived from the em- 
bryonic sympathetic system and is a part of 
the chromaffine system. 

Frugoni, as the result of many experi- 
ments, concluded that the carotid body prob- 
ably possessed a true internal secretion, but 
that its existence could not at present be 
categorically affirmed. 

In view of the conflicting opinions as to 
the genetic origin of the carotid bodies, and 
the absence of all chromaffin reaction in at 
least some of their cells, it seems quite pos- 
sible that these little bodies may prove, on 
renewed embryological study, to be of dou- 
ble ontogenetic origin; in that case they 
would be brought into line with the adrenal 
glands, whose double genetic origin has been 
proved by many observers. Be that as it 
may, we now have definite proof that the 
carotid body has an action on blood-vessels ; 


and we must class it among those many ° 


small gland-like bodies which have an 
action on body metabolism, an action which 
is as yet by no means nearly fully under- 
stood. One important point concerning the 
carotid body which seems not to have been 
studied is whether it remains of constant 
size throughout life or becomes smaller or 
larger during postnatal life. Even if it be- 


comes smaller, we should not be justified 
in saying that it is useless, or is even be- 
coming useless. Who will to-day be so rash 
as to say that the adrenals are becoming 
useless? And yet the fetal adrenals are 
much larger absolutely, and enormously 
larger relatively, than in postnatal life; and 
they go on diminishing in size in relation 
to the body weight of their possessor during 
the passage from early*life to maturity. 
This question of the gradual changes in the 
size of organs, and the probable gradual 
change in functions that accompanies them, 
is one of the greatest physiological prob- 
lems waiting for solution. It seems prob- 
able, in the light of Darwin’s work, that all 
organs are always changing, the only differ- 
ence being that some change very slowly— 
that is, the testes, etc-——and others more 
quickly and more radically. Any one who 
may be inclined to sniff contemptuously at 
the bare idea of such an insignificant look- 
ing organ as the carotid body possessing 
functions may be advised to remember that, 
if Maurer be right, the history of the caro- 
tid body goes back to the Persian period of 
the Paleozoic era, when amphibia first made 
their appearance. And yet here is this small 
body still “going strong’ and showing no 
signs of any intention to disappear in any 
animal that is known to possess one. It 
may play one of the small parts in the physi- 
ological drama, but that it does its part well 
we cannot doubt. 


FIFTY-ONE OPERATIONS INVOLVING 
THE POSTERIOR CEREBRAL FOSSA. 
HILDEBRAND (Journal de Chirurgie, tome 
x, No. 5, 1913) regards rapidly developing 
bilateral choked disk, proceeding steadily 
to blindness, as one of the most character- 
istic signs of cerebellar involvement. It is 
usually associated with intense occipital 
headache, often unilateral, attributed to 
pressure on the tentorium. Vomiting, slow 
pulse, and respiration are the usual accom- 
paniments, associated with intense vertigo. 
Objects seem whirling from the affected 
toward the sound side. The ataxia is not 
aggravated by closing the eyes. If the 
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tumor be unilateral, it is more pronounced 
on one side and more marked in the arm 
than in the leg. The patient falls away 
from his involved side and deviates toward 
it. Arthresia and hemiparesis are very fre- 
quent, but less marked in extracerebellar 
tumors than in those which lie within the 
cerebellum. In the latter nystagmus is prac- 
tically always present. In the former there 
is some involvement of the vagus and the 
glossopharyngeal. At times there is tender- 
ness in the region of the occipital. Pain and 
stiffness of the neck are fairly frequent. 

The intracerebellar tumors are then prin- 
cipally characterized by early pain, vomit- 
ing, pupilary stasis and vertigo, whilst the 
extracerebellar ones promptly involve the 
trigeminal, the facial, and the auditory. 
Difficulty in speech and swallowing appear 
early. The tumors of the protuberance 
rarely show papillary edema or intense 
headache. As to tumors of the pontocere- 
bellar angle seven were solid and five cystic, 
the former giving earlier and more widely 
distributed symptoms of pressure. 

Of these twelve cases, four died. Ex- 
ternal serous meningitis is accompanied by 
no symptomatology which will enable it to 
be recognized as such. Four operative cases 
remained well. Of internal serous menin- 
gitis observed four times, but one is living 
and by no means cured. 

As to cerebellar tumors, nine cases are 
reported with four deaths, three better- 
ments, and two cures. The operative tech- 
nique is based mainly on a large opening. 





THE TREATMENT OF LUES. 


Cote (Cleveland Medical Journal, April, 
1913) after reviewing the modern concept 
of syphilis and the application of drugs for 
its relief states that the ideal treatment, and 
the one being practically used at several of 
the best known European clinics, is as fol- 
lows: The patient receives an intravenous 
injection of neosalvarsan, the dose depend- 
ing on the case and on circumstances. At 
the same time or even a little before, an in- 
tramuscular injection of oleum cinereum, 
0.125 Cc., is given and repeated in three 
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days if well borne. The arsenic prepara- 
tion is likewise repeated after eight days, 
though in a larger dose, and twice again in 
the space of two weeks; while for four con- 
secutive weeks the patient receives an in- 
tramuscular injection of 0.25 Cc. oleum 
cinereum. During all this time an injection 
of mercury biniodide of one-fourth of a 
grain (0.01 gramme) might be given the 
middle of each week, and in the respite of 
five or six weeks in the oleum cinereum in- 
jections it could be used once or twice a 
week. Then another series of five injec- 
tions of oleum cinereum of 0.25 Cc. each is 
made, one each week. One course of treat- 
ment is then finished and the patient is al- 
lowed a rest of a month, when a Wasser- 
mann reaction is tried. If it be negative he 
is allowed to wait another month, when it 
is repeated. If it still be negative, the pa- 
tient is, notwithstanding, given an intrave- 
nous injection of neosalvarsan and told to 
come back in two months for another blood 
examination. If it be still negative the 
question then arises: Is this patient cured, 
or not? We are still unable to settle this 
question definitely, and the writer suggests 
that at any rate another course of treatment 
should be given. Then if the blood still 
shows nothing, probably the patient is cured, 
though we must yet plead partial ignorance, 
and it would be well to examine the blood 
every six months for a year or so. The 
present attitude in Europe is to inject ap- 
proximately 2 grammes (30 grains) of me- 
tallic mercury into the patient’s system in 
the first year’s treatment, and, depending 
on the case, if required, 1 gramme (15 
grains) in the next two years. No luetic 
should be allowed to marry before he has 
had at least one year of the most intensive 
treatment and before his Wassermann re- 
action has been negative for at least two 
years. Marie Kauffmann-Wolff in her rec- 
ords of forty-five marriages, puts the pa- 
tients in three classes, viz.: (1) wives of 
luetic husbands, the latter having been 
syphilitic before marriage or having con- 
tracted the disease extramatrimonially after 
marriage; (2) wives who have several times 
aborted or who have been the mothers of 
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luetic children; (3) cases which belong to 
the type of “syphilis hereditaria.” In forty- 
five cases so married, thirty are still living. 
Twice as many men as women are dead, 
and among the men diseases of the circula- 
tory organs were the cause of death in one- 
half of them. Two of them had tabes, and 
two, still living, are suspicious of tabes. The 
greatest number of deaths were between the 
ages of forty and fifty. Of thirty still liv- 
ing seventeen show signs of lues, thirteen 
not. In one of the cases the wife was in- 
fected seven years after the husband had 
contracted lues. Of eighty-one pregnancies 
from the marriages there have been twenty 
abortions, three early births, five still-births, 
and twenty deaths in early childhood up to 
two and one-half years. Nine of the mar- 
riages have been childless—i.e., five of them 
have been sterile, and in the other four 
there have been only abortions. 

Syphilis is yearly sending thousands of 
our citizens to asylums and passing over 
stigmata to hundreds and hundreds of our 
children. 





THE KINETIC THEORY OF SURGICAL 
SHOCK AND ANOCIASSOCIATION. 


CriLe (Interstate Medical Journal, June, 
1913) holds that pain is produced by those 
causes only whose evil effects may be miti- 
gated or overcome by this or that form of 
muscular activity, and that shock follows 
only operations upon those parts of the 
body which in our phylogenetic history have 
been subjected to injury by the dangers of 
environment. For example, injury of the 
brain or of the lungs, parts normally well 
protected and little liable to injury from 
enemies, is not followed by the character- 
istic shock phenomena. As injury of the 
heart, the brain, and the lungs led to imme- 
diate fatal results, there was no opportun- 
ity for the evolution of a protective motor 
mechanism. These parts, of necessity, were 
placed under special structural protection. 
We are forced, therefore, to bear constantly 
in mind that the motor activity of the pres- 
ent, with all its accompanying manifesta- 
tions of increased motion, fear, and exhaus- 


tion, is the resultant of the continual adap- 
tation to environment in our phylogenetic 
forebears. 

Chloroform and ether anesthesia, while 
they prevent the conscious appreciation of 
pain, do not prevent other afferent trau- 
matic impulses from affecting the vaso- 
motor, the cardiac, and the respiratory cen- 
ters. In the very course of the operation 
itself the effect upon these centers is man- 
ifested by increased pulse and respiration, 
and by the rigidity of muscular structures. 
These vasomotor and respiratory manifesta- 
tions are found also in conscious persons 
threatened by physical injury. The only 
difference between the unconscious trau- 
matized person and the conscious is that the 
former is deprived of the power of mus- 
cular action and does not see the threatened 
attack. 

It is a physical law that no energy can be 
lost, and every adequate stimulus must, 
therefore, receive its adequate response. In 
an unconscious patient and in a conscious 
person alike the stimuli which are too pow- 
erful to be adequately met by defensive and 
offensive action, or slight stimuli repeated 
with too great frequency, must meet their 
response at the expense of damage to some 
part of the bodily mechanism. 

Since we find that those animals which 
suffer most from shock are those with the 
most highly developed power of associative 
memory, we should expect to find the great- 
est ultimate damage in the center of the 
mechanism for this faculty. In such ani- 
mals, therefore, the nerve cells of the cortex 
must have borne the damage. This damage 
may be sufficient to break down the cells at 
once, and we have a general exhaustion ; or 
the cells may have become so overcharged 
that slight additional stimuli will be suffi- 
cient to overbalance them, and we see the 
postoperative drain of “nervous symptoms.” 

The kinetic theory of surgical shock as- 
sumes (1) that the environment of the past 
(phylogeny) through adaptation predeter- 
mines the environmental reactions of the 
present; (2) that in each individual at a 
given time there is a limited amount of po- 
tential energy stored in each brain cell— 
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that is, that the cell contents under stimu- 
lation are capable of a certain amount of 
chemical change, which will produce a rela- 
tive amount of action, kinetic energy; (3) 
that the motor activity following each stim- 
ulus, traumatic or psychic, diminishes in 
some degree the amount of potential energy 
in the brain cells—that is, by some chem- 
ical change of the cell contents a certain 
amount of kinetic energy is produced; 
(4) that when the motor activity resulting 
from the change of the potential energy in 
the brain cell to kinetic energy takes the 
form of obvious work performed, the phe- 
nomena expressing the depletion of the vital 
force are termed physical exhaustion; 
(5) that traumatic stimuli of sufficient num- 
ber and intensity lead inevitably to exhaus- 
tion and death; (6) that when the expendi- 
ture of energy caused by emotional stimuli 
cannot take its normal course and produce 
motor activity, the condition reacts upon 
the cell itself. The stimulation is thus auto- 
matically increased and the resultant ex- 
penditure of potential energy is proportion- 
ately active. The final condition in either 
of the last two instances is designated 
shock. 

If our kinetic theory is correct—namely, 
if fear and trauma produce like effects upon 
brain cells—then, since unconsciousness of 
threatened danger would assuredly prevent 
fear, why does not unconsciousness of the 
trauma inflicted in an operation prevent 
damage to the brain cells? That is, why is 
not the administration of an inhalation an- 
esthetic a sufficient preventive of shock? 

In the case of fear of a threatened dan- 
ger, distance ceptors alone are concerned ; 
in the case of actual physical trauma, con- 
tact ceptors come into play, and their path 
to the brain is not interrupted by the in- 
halation anesthetic. The patient is uncon- 
scious of the injury inflicted, but the brain 
cells reached by the nerve impulses from 
the seat of damage register the injury in cell 
changes. That the whole brain is not asleep 
is made evident often in the course of the 
operation itself by a marked increase in the 
respiratory rate and by an alteration in the 
blood-pressure. In fact, in serious opera- 
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tions one may see every grade of response 
to the injury, from the slightest changes 
in the respiration to a vigorous defensive 
struggle. As. to the purpose of these sub- 
conscious movements there can be no doubt 
—they are efforts to escape from injury. 

The resulting exhaustion after a pro- 
longed operation is the same as that follow- 
ing too prolonged muscular exertion or too 
great psychic strain. 

Since the change of the potential energy 
of the brain cells into kinetic energy is due 
to the chemical alterations produced by oxi- 
dation of the cell contents, we should then 
search for the general anesthetic which 
would present the most interference to the 
use of oxygen by the brain celJs. Testing 
this point experimentally, we found that the 
cell changes were approximately three times 
as great under ether anesthesia as under 
nitrous oxide anesthesia; that the fall in 
blood-pressure was, on the average, two 
and a half times less under nitrous oxide 
than under ether; and, finally, that the gen- 
eral condition was correspondingly better 
after the use of nitrous oxide than after 
ether. In the course of operations upon 
the human body this same protective effect 
of nitrous oxide has been repeatedly ob- 
served. It would seem, therefore, that 
nitrous oxide should be the anesthetic of 
choice. 

But nitrous oxide, although to some ex- 
tent it protects the brain cells by interfering 
with their chemical change, does not pre- 
vent damage by the traumatic impulses from 
the seat of injury. How can this danger be 
averted? Experiments upon a “spinal dog”’ 
pointed the way to this final achievement 
of the shockless operation. A spinal dog is 
one whose spinal cord has been divided at 
the level of the first dorsal segment. Such 
a dog, if kept in good condition for two 
months or more, will show a recovery of 
the spinal reflexes, such as the “scratch re- 
flex.” Obviously in such an animal the 
hind extremities and the abdominal viscera 
have no direct nerve connection with the 
brain. Crile experimented upon a “spinal 
dog” and found that a continuous severe 
trauma of the abdominal viscera and the 











REPORTS ON THERAPEUTIC PROGRESS. 


hind extremities extending over four hours 
was accompanied by but slight change 
either in the circulation or the respiration, 
and microscopical examination of the brain 
cells showed no morphological alteration. 
Judging from a large number of experi- 
ments on normal dogs under ether, such an 
amount of trauma would have caused not 
only a complete physiological exhaustion 
of the brain, but also morphological alter- 
ations of all the brain cells and the physical 
destruction of many. We must, therefore, 
conclude that although ether anesthesia, or 
any inhalation anesthesia, produces: uncon- 
sciousness, it is in reality only a veneer, as 
it protects none of the brain cells against 
exhaustion from the trauma of surgical 
operations. 

These experiments showed conclusively 
that if the connection between the brain 
and the traumatized part could be broken, 
the brain cells would be protected from 
damage, and it was found that this could be 
accomplished by a thorough infiltration of 
the tissues to be traumatized with a local 
anesthetic. 

By the use of a non-oxidizing general 
anesthetic (nitrous oxide) and of a local 
anesthetic (novocaine), the writer achieved 
the thorough protection of the brain cells 
from danger during the course of the oper- 
ation itself. But we have postulated 
already that psychic strain may be as active 
as actual trauma in producing shock. How 
then may we extend our technique to cover 
the preoperative dread of the approaching 
ordeal, especially in such cases as goitre 
patients in whom the psychic factor is most 
dominant? To accomplish this end search 
was made for a drug or drugs which would 
produce quiet and solace, and so conserve 
the output of energy, while at the same 
time they would cause no_ brain-cell 
changes. Morphine and scopolamine filled 
this need. Morphine and scopolamine in 
physiological doses prevent psychic shock. 
Under the influence of morphine no one is 
brave, no one is a coward; one is indiffer- 
ent to danger. This negative state induced 
by morphine and scopolamine is due to 
their action in depressing the associational 
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power of the brain, in limiting or obliter- 
ating associational memory. 

By the technique thus far developed he 
has protected the brain cells from pre- 
Operative psychic strain and from damage 
in the course of the operation itself. If we 
can now find a procedure which will dimin- 
ish or eliminate postoperative suffering, the 
protective cycle will be complete. By con- 
tinued experimentation it was found that 
this end could be secured by an infiltration 
of the parts surrounding the line of suture 
with quinine and urea hydrochloride. This 
block between the operative field and the 
brain lasts for hours, sometimes for days, 
so that when the effects have worn off the 
patient is well on the road to recovery. 

For the hospital this means increased 
expense; for the surgeon and the anesthe- 
tist it means special training; for the indi- 
vidual patient it means the elimination of 
the dread of the operation and the pro- 
longed after-results which have so often 
been sufficient to deter him from accepting 
the only means of rescue; and, finally, for 
the general public it means the satisfaction 
which comes from a decrease in the mor- 
tality and morbidity rate, since by these 
means morbid results and death from shock 
are eliminated. In view of the last two 
conclusions, certainly the first is to be dis- 
regarded. The expense must be borne, the 
surgeon and anesthetist must be trained, if 
the increased safety and comfort of the 
patient are to be gained. 

A detailed description of this technique 
in abdominal and goitre operations will be 
sufficient to indicate the universal applica- 
tion of the principle. 

Anociassociation in abdominal operation : 
excluding infants, the aged, and patients 
with depressed vitality, Crile administers, 
as an average, 1/, gr. morphine and 1/150 
gr. scopolamine one hour before operation. 
If local anesthesia alone is employed, novo- 
caine in 1:400 solution is used by local in- 
filtration. If inhalation anesthesia is em- 
ployed, nitrous oxide is administered, either 
alone or with ether added as required. As 
soon as the patient is unconscious, first the 
skin and then the subcutaneous tissues are 
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infiltrated with 1:400 novocaine. The 
novocaine is spread by immediate local 
pressure with the hand. Incision through 
this anesthetized zone exposes the fascia, 
which is novocainized, subjected to pres- 
sure, and then divided. In succession also 
the remaining muscles or posterior sheath 
and the peritoneum are infiltrated with 
novocaine, subjected to pressure, and di- 
vided within the blocked zone. If the 
blocking has been complete, then within the 
opened abdomen there will be no increased 
intra-abdominal pressure, no tendency to 
expulsion of the intestines, and no mus- 
cular rigidity. 

The peritoneum is next everted and infil- 
trated with a 214-per-cent solution of 
quinine and urea hydrochloride, so that the 
line of proposed suture is completely sur- 
rounded. As before, momentary pressure 
serves to spread the anesthetic. This infil- 
tration of quinine and urea hydrochloride 
serves as a block which may last for several 
days. It prevents or minimizes postoper- 
ative shock. Quinine and urea cause a cer- 
tain amount of edema of tissue which lasts 
for some time after the wound is healed. 

With this technique the relaxed abdom- 
inal wall permits the easy and gentle ex- 
ploration of the entire abdominal cavity. 
If there is no cancer in the field of oper- 
ation and if no acute infection is present, 
then the following regions may be blocked 

as completely and in the same manner as 
the abdominal wall—namely, the mesoap- 
pendix, the base of the gall-bladder, the 
uterus, the broad and the round ligaments, 
the mesentery, and any part of the parietal 
peritoneum. Since operations on the stom- 
ach and intestines cause no pain if they 
are made without pulling on their attach- 
ments, in such operations no novocaine 
block is required. 

In operations carried out in this manner 
the closure of the upper abdomen is as 
easy as the closure of the lower; all is done 
with ease in perfect relaxation. No matter 
how extensive the operation, no matter how 
weak the patient, no matter what part is 
involved, if anoci technique is perfectly car- 
ried out, the pulse-rate at the end of the 
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operation is the same as at the beginning. 
The postoperative rise of temperature, the 
acceleration of the pulse, the pain, the 
nausea, and the distention are minimized 
or wholly prevented. 





WASSERMANN REACTION IN THE 
JOHNS HOPKINS HOSPITAL. 

Major (Johns Hopkins Hospital Bulle- 
tin, June, 1913) summarizes his study of 
this subject as follows: 

The past year’s experience with the Was- 
sermann reaction in this clinic confirms our 
faith in the reliability and specificity of this 
reaction. The only other diseases in which 
positive reactions have been reported (tryp- 
anosomiasis, yaws, scarlet fever, leprosy, 
and possibly malaria) are either so easily 
diagnosed or so uncommon here as to cause 
no confusion. 

Wassermann states that he and his assist- 
ants have performed over 10,000 examina- 
tions and never yet made a false diagnosis. 
While the number of Major’s patients is 
much smaller, he feels that he had not made 
a false diagnosis the past year when the 
diagnosis of syphilis was placed after the 
names of 239 patients who showed a posi- 
tive Wassermann reaction. 





ACUTE DILATATION OF THE STOM- 
ACH AND ITS TREATMENT. 

BoRCHGREVINK (Surgery, Gynecology 
and Obstetrics, June, 1913) bases his con- 
tribution on 144 cases of acute dilatation 
of the stomach. Sixty per cent were wo- 
men. The majority occurred in the third 
and fourth decenniums. After the fourth 
decennium the cases were comparatively 
rare. The majority of cases reported were 
postoperative and mostly after abdominal 
section. The operations were all performed 
under general narcosis, with one exception. 
Of 66 postoperative cases the illness com- 
menced in the first two days in 23; three 
days after operation in 19 cases; about four 
days after the operation in five cases; and 
five days later in four cases; one case dated 
from the sixth day, and two cases from the 

















seventh. It is thus shown that the majority 
of postoperative dilatations of the stomach 
commence about the third day, much 
oftener before than later. It has even been 
observed that distention of the stomach 
may occur during operation. Fifteen cases 
belong to the group in which dilatation has 


arisen during the course of acute illness and~ 


convalescence; seven of these were caused 
by pneumonia, four by typhoid fever. Some 
cases were reported during chronic illness. 
There were some instances of dilatation of 
the stomach incident to disorder or deform- 
ity of the spine. In some instances it was 
attributed to overloading of the stomach. 
Overexertion and _ preceding digestive 
troubles seem to be predisposing factors. A 
blow on the abdomen is named as the cause 
in two cases. Confinement has likewise 
been followed by dilatation of the stomach. 
There is a group of cases without any ex- 
planation for the dilatation. 

In the acute case, vomiting, distention, 
and collapse set in. Symptoms of second- 
ary rank are pain and tenderness over the 
distended stomach, insufferable thirst, and 
scanty urine. The function of the intestine 
varies in different cases; it may cease or be 
more or less uninfluenced. 

In a case of medium severity the dilata- 
tion will as a rule first show itself by the 
patient complaining of pain and distention 
of the epigastrium, together with increasing 
thirst. He will then begin to vomit, with- 
out subsequent relief. The vomiting oc- 
curs at short intervals, and once com- 
menced it becomes one of the illness’s most 
prominent features, which Legueu has ap- 
propriately compared with the continual 
emptying of the urinary bladder under an 
ischuria paradoxa. Distention of the stom- 
ach develops rapidly and at first is epi- 
gastric. Later it extends downward past 
the navel, and perhaps reaches the lower 
part of the abdomen. A formerly sound 
stomach can expand quite down to the 
pubes in the course of twenty-four to forty- 
eight hours. The distention is usually most 
marked on the left side of the abdomen, 
while the right takes little if any part. As 
the days pass, the patient’s strength sinks, 
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while the frequency of the pulse increases. 
At one stroke the whole condition may 
change. In the course of a few hours the 
patient can sink into deep collapse, with 
hollow eyes, shrunken cheeks, cold limbs, 
and thready and extremely rapid pulse. 
Sometimes the collapse comes quite sud- 
denly, notwithstanding the fact that the 
condition hitherto has not been especially 
disquieting. In many of the cases the sud- 
den appearance of the collapse is the first 
phenomenon of the illness. The abdomen 
is usually tender, most marked in the epi~ 
gastrium and extending downward, with 
increasing dilatation. Tenderness is most 
intense at the beginning of the dilatation, 
while the excessively distended stomach is 
often less tender or not tender at all. Usu- 
ally the splashing sounds elicited by shaking 
of the abdomen will show that one has to 
deal with a large collection of fluid and gas 
in a distended viscus. Sometimes the out- 
lines of the distended stomach are indi- 
cated by a symptom which gives the highly 
interesting evidence that the organ is not 
paralyzed, namely, by visible peristalsis. 

If a tube be introduced in a severe case, 
gas and fluid will be expelled with great 
force and in large quantity. In the begin- 
ning the fluid is odorless, but becomes more 
and more offensive and sometimes fetid. It 
contains bile as a rule. Vomiting is fre- 
quent, but small in quantity. The stomach 
refills with extraordinary rapidity after 
emptying. Vomiting sometimes fails to ap- 
pear. 

Pain is usually confined to the epigastric 
and umbilical region; indeed, the onset is 
at times characterized by a cry of pain. In 
a few cases there is no pain. Thirst is one 
of the most constant symptoms and be- 
comes severe beyond description, nor can it 
be relieved by saline transfusion or by 
drinking. It is interesting to note that the 
action of the bowels remained unimpaired 
even in several of the cases in which mesen- 
teric compression was present. A rare 
symptom is hiccough. 

In 144 cases, 78 or 54.1 per cent, died. 
Of the 80 cases in Borchgrevink’s grouping 
from the time subsequent to Conner’s sta- 
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tistics, the death-rate has decreased to 36.2 
per cent; and apart from eight of these 
cases, in which dilatation was treated by 
operation, and all of which died, the death- 
rate for his remaining 72 cases from the 
time after 1907 sinks to 26.2 per cent. 

Of the cases not treated or only medi- 
cally, numbering 31, 29 died. 

As to treatment energetic preoperative 
evacuation of the intestine is cautioned 
against, and probably with good reason. 
The intelligent and repeated use of the 
stomach-tube has become the principal re- 
source in a case of acute dilatation of the 
stomach. Often this is accomplished with 
difficulty. One has to try tubing with the 
patient lying in different positions. Eleva- 
tion of the pelvis is sometimes necessary to 
drive the fluid higher up in the abdominal 
cavity. That one must insert the tube much 
deeper than usual is evident. There should 
also be a reasonable stimulation of the 
heart and compensation for the patient’s 
enormous loss of fluid by giving intrave- 
nous, subcutaneous, or rectal infusions. 

Of the 48 patients treated by the stom- 
ach-tube, 24 were cured and 24 died. Some 
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of these cases reflect upon the absolute 
efficiency of the stomach-tube. This reflec- 
tion is intensified by considering those cases 
in which the tube was used without result, 
though change of posture brought instant 
relief. It is also apparent that even a late 
stomach-tube treatment is often followed 
by good results. Operation is almost in- 
variably fatal. Of 23 operative cases, five 
survived, 

As to postural treatment, there are 26 
cases in which the patient was turned com- 
pletely over in bed; two of these died. In 
some cases when the stomach-tube was 
without result, posture brought about a 
noticeable, often a surprising, effect, and 
occasioned the beginning of return to 
health. 

Many surgeons have recorded a com- 
plete and rapid change in the condition of 
the patient from the moment he was placed 
on the abdomen. The view that the whole 
illness depends upon paralysis of the stom- 
ach is supported by the analogy we have in 
the paralyzed intestine in peritonitis. It 
has besides found much support in a num- 
ber of experimental observations. 
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Text-Book oF GENERAL AND SPECIAL PATHOLOGY 
FOR STUDENTS AND PRacTITIONERS. By Henry 
T. Brooks, M.D. Illustrated with 525 Half- 
tone and Other Text Engravings (110 in 
Colors), also 15 full-page Plates in Colors, 
Containing 40 Figures. Philadelphia, F. A. 
Davis Company, Publishers, 1912. 


The preface informs us that it was the 
original intention of author and publisher 
to translate the third edition of Langer- 
hans’s well-known Pathological Anatomy 
but that the death of the German author 
and the rapid advances made in pathology 
led to the production of an independent 
treatise. The volume follows long-estab- 
lished lines; divergences from traditional 
order are due to individual views with re- 
gard to arrangement and manifest nothing 
startling or unique. The first few pages 
are devoted to general considerations, 
mostly in the form of explanatory defini- 


tions, followed by discussions of etiology. 
heredity, and immunity, the last from the 


‘pen of Prof. Allen J. Smith. The succeed- 


ing chapter deals with disturbances of cir- 
culation. Dropsy, even when occurring in 
paralyzed limbs, is attributed to increased 
blood-pressure, the author being among 
those who attribute edemas to mechanical 
rather than to physiochemical or to so- 
called vital processes. Twenty-one pages 
are devoted to malformations, constituting 
a useful but necessarily incomplete terato- 
logic catalogue. Tumors, including cysts, 
receive 106 pages. They are divided into 


extravasation and exudation tumors, dila- 
tation and retention tumors, and tumors 
originating by proliferation. The first two 
of these include the groups usually classi- 
The last group is made to 


fied as cysts. 
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comprise the histioid, organoid, and tera- 
toid tumors. The inclusion (p. 254) of 
leukemia among the lymphatic tumors and 
the statement (p. 255) that Hodgkin’s dis- 
ease has no connection with pseudoleukemia 
follow unorthodox lines. Evidently the 
author has little sympathy with the view 
that tumors are due to parasites. 

The chapter on poisoning, embracing 35 
pages, includes many features usuaily con- 
tained in books on toxicology. The discus- 
sion of hemolysis, anaphylaxis, and serum 
sickness in this connection, and also the 
Wassermann reaction, between poisoning 
by ammonia and mercurial poisoning indi- 
cates a deviation from the usual grouping 
of such subjects. Nearly as much space is 
given to salvarsan poisoning as to mercury, 
lead, and phosphorus. Under this same 
general head of poisoning are considered 
several intoxications; diabetes receives but 
18 lines. There is the usual presentation 
of parasitic diseases, including those caused 
by bacteria and those due to animal para- 
sites. 

Following the discussion on general 
pathology (588 pages) the remainder (510 
pages) of the volume is devoted to what 
is usually called special pathology — the 
customary discussion of diseases involving 
definite anatomic groups. Affections of 
the hypophysis, pineal gland, and supra- 
renals are taken up in connection with dis- 
eases of the central nervous system. In 
the presence of such active study of in- 
ternal secretions as is now occupying the 
professional mind, it is probably putting 
it a little too strong to say (p. 619) that 
“nothing is known of the functions of the 
suprarenals.”’ This gloomy view with re- 
gard to our knowledge of the suprarenals 
is in strange contrast with the assertion 
(p. 698) as a fact that the functions of 
the thymus can be performed by the spleen, 
thyroid, and testes. Surgeons will not 
agree with the statement (p. 699) that “in 
cases of Graves’s disease, in which the 
thymus is enlarged, removal of the thyroid 
1s followed by sudden death;” it may be. 
These are cited as evidences of possibly 


undue dogmatism and finality and as illus- 
trating the author’s treatment of matters 
concerning which an open mind would ap- 
pear to be still permissible. 

Although there are many differences of 
opinion as to forms of pneumonia and of 
nephritis, and of cirrhosis of the liver, the 
author has probably chosen a wise course 
in a more or less close adherence to tradi- 
tional lines, frankly stating his dissensions 
and giving his reasons. A brief considera- 
tion is given to pathology of the skin and 
external ear, and as much space (135 
pages) devoted to diseases of the eye as to 
the urinary organs, sexual organs, and skin 
combined (139 pages). The full discussion 
of pathology of the eye has been subjected 
to revision and, it is reasonable to assume, 
to extension, by an ophthalmologist, Dr. 
Edward L. Oatman. 

The foregoing brief, cursory, and in- 
complete summary of the contents of the 
book indicates a fair idea of its scope. It 
occupies an entirely creditable position; no 
reasonably comprehensive pathology can, 
in the present state of uncertainty concern- 
ing many pathological processes, be critic- 
ally reviewed without disclosing points with 
regard to which differences of opinion are 
permissible. Dr. Brooks has produced a 
most useful addition to current publica- 
tions, and on the whole a_ well-balanced 
volume that can be cordially recommended. 

That the volume might be less bulky the 
use of two fonts of type has been deemed 
necessary. The reviewer is strongly op- 
posed to this expedient ; students are prone 
to think it an expression of great differ- 
ence in importance, which is not always 
the case, and to many it is trying to the 
eyes. Few references are given, but they 
are wisely chosen. The type mostly used 
is commendable, the presswork and binding 
satisfactory. Wi Mx... 


CoLLecTED PAPERS BY THE STAFF OF St. MAry’s 
Hospitat (Mayo Cirnic). W. B. Saunders 
Co., Philadelphia and London, 1912. 

In this volume, perhaps the most valu- 
able yet published by the Mayos and their 
associates, are included the articles written 
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and presented for publication to the vari- 
ous medical journals during the year 1912. 
The contents are classed under Alimentary 
Canal, Hernia, Urogenital Organs, Duct- 
less Glands, Head, Thorax, Spinal Column, 
and Extremities; Technique, and General 
Papers. 

The contributors number in all 23, in- 
cluding, of course, the Mayos, Beckman, 
Judd, Braasch, Plummer, Draper, and Mac- 
Carty. 

The first paper is “A Report of 91 Cases 
of Diffuse Dilatation of the Esophagus 
without Anatomic Stenosis.” Plummer re- 
ports on the remarkable efficiency of di- 
lating the cardia with a silk-covered rubber 
balloon. 

MacCarty and Blackford, as the result 
of a study of 200 specimens which have 
been resected or excised from a carcino- 
matous stomach, have charted the involved 
lymph nodes; 52 per cent of them were 
carcinomatous. Nor were the color, shape, 
size or consistence of the nodes character- 
istically altered by the presence of one or 
two groups of carcinomatous cells in a 
sinus. Groups of epithelial cells in the 
lymph gland are regarded as criterions of 
carcinomatous involvement. As to the im- 
mediate postoperative hospital mortality, 
this is markedly influenced by the amount 
of lymphatic involvement. Many valuable 
conclusions are drawn from this paper. 

“Jejunostomy,”’ “Operative Results in 
Carcinoma of the Intestinal Tract,” “Some 
of the Disputed Problems Associated with 
Surgery of the Intestines’”—these are some 
of the titles of characteristically forceful 
and guiding papers of William J. Mayo. 

The subject of Intestinal Diverticula is 
given at length; the etiology and patho- 
genesis, a review of 27 cases by McGrath. 

“The Surgical Importance of the Thy- 
mus: A Review of the Question,” by Mc- 
Grath and Charles H. Mayo, constitutes a 
monograph. “Radical Operation for Can- 
cer of the Recto-Sigmoid Tissue,’ by Wil- 
liam J. Mayo in 1912, has become a part 
of surgical literature. 

Balfour calls attention to right inguinal 
hernia following appendectomy, reporting 
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17 cases. He attributes this complication 
to damage of the nerve trunks during the 
operation. 

Braasch contributes a most valuable 
series of papers bearing upon Affections 
of the Genito-urinary Organs. 

Wilson reprints his well-known paper 
upon “The Embryogenetic Relationships of 
Tumors of the Kidney, Suprarenal, and 
Testicle.” 

Judd writes upon “The Treatment of 
Tumors of the Urinary Bladder” and upon 
“Prostatectomy,” and “Cesarean Section 
and Cesarean-Porro Operation.” 

MacCarty and Sistrunk report on one 
thousand specimens of Benign and Malig- 
nant Ovarian Cysts. 

There is an important section concerning 
Surgery of the Spleen, including William 
J. Mayo’s classical paper; Griffin’s “Obser- 
vations on Diseases Associated with En- 
largement of the Spleen;” and Wilson’s 
“Studies of the Operative and Autopsy 
Material from the Mayo Clinic.” 

Charles H. Mayo contributes briefly, but 
with his characteristic clarity and direct- 
ness, to the subject of goitre, and Wilson 
gives a study of “The Relationship of the 
Clinical and Pathologic Aspects of Exoph- 
thalmic Goitre;” whilst MacCarty writes 
upon “Goitre and its Relation to its Struc- 
tural and Physiologic Units.” 

There are many other papers contained 
in this volume embodying points in tech- 
nique, methods of examination, diagnostic 
signs and their value, postoperative compli- 
cations and their management and surgical 
treatment. There are papers and addresses 
on a variety of topics: for instance, “In- 
struction to Graduates in Medicine,” “A 
Short Visit to Some of the Hospitals in 
Germany, Austria, Switzerland, and Hol- 
land,” by W. J. Mayo; “Observations on 
German Surgery,” by Charles H. Mayo. 

This volume of collected papers is not 
merely a credit to the handiwork, keen 
and discriminating judgment and scientific 
spirit of the Mayos and their associates, 
but represents so essentially the best meth- 
ods of procedure that it should be used as 
a text-book by every practicing surgeon. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





The celebration of “Queen Alexandra” 
Day seems likely to become an annual fes- 
tival. On June 25 the streets were invaded 
by bands of ladies dressed in ‘white and 
selling artificial wild roses for the benefit 
of the hospitals. Last year a large sum of 
money was raised in this way and was dis- 
tributed among the metropolitan hospitals. 
The sum raised this year has not yet been 
announced, but it is anticipated that it will 
exceed last year’s by a considerable amount. 
During the course of the day Queen Alex- 
andra and Queen Mary drove round the 
streets in an open carriage to visit the vari- 
ous flower-selling centers. 

The Insurance Commissioners have just 
issued their first annual report, and the 
figures they give show the enormous scope 
of the Insurance Act. An insurance fund 
of £20,000,000 had been formed, and more 
than fourteen million persons have become 
contributors. Naturally this has involved 
an enormous amount of detail, and an 
Amending Act is now being passed through 
Parliament to remedy some of the most 
obvious defects. One of the amendments 
proposed would transfer the administration 
of medical benefits to the Friendly Socie- 
ties, and this amendment is resisted by the 
representative body of the British Medical 
Association as a distinct breach of faith 
between Parliament and the medical pro- 
fession, for the independence of control 
from the Friendly Societies was only ob- 
tained after a very stubborn fight. Mean- 
while the Friendly Societies are finding 
that since the benefits of the act came into 
operation the sickness claims made by 
members have increased at an alarming 
rate. The Boilermakers’ Society, for in- 
stance, states that an increase of 56 per 
cent has taken place in the past six months. 
The officials of the society are convinced 
that this great increase must be due mainly 
to malingering, and they appeal to the spirit 


of justice and fairness of the members to 
put a stop to the practice. On the other 
hand the large increase in sickness claims 
is put down by medical men to the admis- 
sion of all classes of lives to insurance 
without medical examination rather than to 
malingering. 

The authorities of St. George’s Hospital 
have just decided to accept an offer of 
nearly half a million for their site at Hyde 
Park Corner. Westminster Hospital has 
also decided to move from its present lo- 
cation in Broad Sanctuary, and the two 
hospitals will amalgamate and build a joint 
hospital either at Clapham Common or 
near Wadsworth Bridge. Neither of these 
two hospitals is in direct touch with a large 
poor population at present, but removal to 
a more southerly site will remedy this. The 
joint hospital will probably contain about 
500 beds, and an endowment fund will be 
formed from the proceeds of the sale of 
the two sites. The removal of King’s Col- 
lege Hospital to South London is now an 
accomplished fact, and the new wards will 
be opened early in October. 

The annual meeting of the British Medi- 
cal Association is now being held at Brigh- 
ton. Medical politics are well to the fore, 
and an interesting discussion took place on 
the advisability of having a medical trade- 
union registered under the Trade Union 
Act. There was a considerable difference 
of opinion on this point. A certain section 
urged that a union would have greater dis- 
ciplinary powers over its members than the 
present association; others held that the 
power of a union depended entirely upon 
the loyalty of its members, and that there- 
fore the present constitution was sufficient. 
A vote showed that the majority were 
against a trade-union, but the proposal will 
be probably brought up again. The repre- 
sentatives also considered a report from 
the Council on the provision of medical at- 
tendance for uninsured persons. The re- 


port demands that the payment for unin- 
sured persons shall be equivalent to that 
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paid for insured persons, that the income 
limit should be £2 per week, and that there 
should be free choice of doctor by patient 
and of patient by doctor. 

The representative body has received a 
novel gift in the form of chiming hour- 
glasses. In order to warn a speaker that 
his allotted time is nearly expired, a gong 
sounds to give a minute’s warning, and thus 
the speaker has time to finish his peroration 
in peace, instead of being cut short in the 
middle of a sentence. The gift ought to 
lighten the labors of the chairmen of the 
_ meetings very considerably. 

Sir William Osler gave a striking address 
at the annual conference of the British 
Hospitals Association recently held at Ox- 
ford. He contrasted the methods of 
American and Colonial hospitals and those 
of British hospitals. He thought that the 


voluntary system was utterly antiquated 
and would have to be given up. He said 
that in England everything was done for 
the poor and nothing for the poor rich, who 
were the most neglected people in the coun- 
try. Every general hospital ought to have 


a private pavilion which could be made to 
pay well, and patients could be much better 
. looked after in a general hospital than in a 
stuffy nursing home. He was very hard 
on the pathological arrangements in English 
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hospitals, saying that they were not out of 
date because they had never been in date. 
He did, however, put in a word of com- 
mendation for the smaller institutions, such 
as the county hospitals, which, he said, were 
run on admirable lines. 

The foundation storie of a new Women’s 
Hospital in South London was laid by 
Princess Louise, Duchess of Argyll, on the 
first of the month. This new hospital will 
be officered, entirely by women, and will 
be the second of its kind in London. It will 
enable medical attendance to be given to 
women and children by women doctors, 
and at the same time give larger opportuni- 
ties of hospital experience to qualified 
women and students. It is anticipated that 
many women intending to practice in India 
and the Colonies will be able to receive 
further training in the new hospital, and it 
is hoped that the public will support the 
institution on imperial grounds. 

A proposal has been made to start a 
medicopsychological clinic in London. The 
object of the clinic will be to provide a 
place where psychic disease can be treated 
by psychotherapy and to give opportunities 
for further research into the subject. It is 
hoped that the clinic will be able to give 
considerable help to neurologists and alien- 
ists, especially in cases of alcoholism. 








